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Foreword 


This manual amplifies the recommendations on planning techniques 
presented in ^^Areawide Planning for Hospitals and Related Health Facilities/^ 
report of the Joint Committee of the American Hospital Association and the 
Public Health Service. The report dealt witli the broad aspects of planning 
by local health facility planning agencies; Tlie details of planning were left 
to this manual, which is addressed primarily to executives and directors of 
now areawide planning groups and to persons interested in establishing such 
organizations. 

The techniques suggested are based upon experience gained in a number 
of cities. While the proposed methodology is believed to be quite flexible, 
users of the manual should feel free to experiment and modify the suggested 
material to suit local conditions. 

Planning is a continuing process. Good planning requires that officials 
of planning organizations be ever alert to new trends and developments. It 
also demands that tliey continually seek to obtain a deeper understanding of 
forces influencing the need and demand for hospitals and related health facilities. 
Therefore, while this manual emphasizes the initial phases of the planning 
process, it also devotes attention to periodic data-reporting and suggests prob- 
lem areas which should receive detailed study once a planning program has 
become well-established. 

This document suggests activities through which local planning agencies 
can develop policies and procedures for guiding the future development of 
hospitals and related health facilities within specific geographic areas. It is 
hoped that the manual will materially assist officials of these organizations to 
cflectively stimulate the most judicious development of health facilities and 
the provision of needed facilities and services. 

The Public Health Service would like to express its appreciation to those 
organizations which reviewed the initial draft of this document. These in- 
clude the Massachusetts and Maryland State Hill-Burton agencies, and the 
local planning associations in Chicago, Pittsburg)], and Kansas City. The 
staff is also indebted to many other individuals and organizations for their 
helpful comments. Among these are suggestions made during the course of a 
series of worldng conferences on the methodology of areawide health facility 
planning, conducted by the Public Health Service and the American Hospital 
Association to review the procedures contained in tlie preliminary draft manual. 
The following persons were primarily responsible for preparing the material for 
publication: Kenneth Baum, public health advisor; Anita Reichert, technical 
writer; and John D. Thewlis, chief. Operations Branch. 
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Jack C, Haldbman, M.jD., 
Assistant Su7^geon General 
Chiejj Division of Hospital 
and Medical Facilities, 
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Chapter I 


Organizing For Planning 

BACKGROUND 


The Need for Better Planning 

The need for improved coordination of health 
facilities and services in the United States has 
long been recognized. As early as 1947, the 
Commission on Hospital Care noted that groiips 
of hospitals working together can materially 
improve their services and maintain higher 
standards of care (if). 

Both this Commission and the later Com- 
mission on Financing Hospital Care made strong 
pleas for cooperation among hospitals {2). Both 
bodies recommended a careful study of total 
community needs prior to building new hospitals 
or expanding or replacing existing institutions. 
In addition, both urged the sharing and integra- 
tion of specialized services among various 
hospitals. 

More recently, the need for better planning 
has been accentuated by public discussion of the 
rapidly increasing cost of hospital care as well 
as criticism of unnecessary duplication and im- 
proper utilization of services and facilities. The 
importance of planning has also been emphasized 
by the growing obsolescence of many older 
facilities. 

The Regional Conferences 

During the spring of 1969, the Public Health 
Service and the American Hospital Association 
jointly sponsored four regional conferences to 
explore ways of improving health facility plan- 
ning (3), These were attended by several hundred 
pemons interested in hospitals and health. A 
major conclusion of the conferences was that 


hospitals should serve as focal points for com- 
munity health services in a coordinated system 
developed under the guidance of an areawicle 
planning agency with a paid professional staff. 

The Joint Committee 

Following the regional conferences, the Public 
Health Service and the American Hospital As- 
sociation established a Joint Committee to develop 
guidelines for carrying out the conference 
recommendations. The Committee, composed of 
15 outstanding leaders in the hospital, medical, 
and health fields, was requested to develop 
principles for organizing local planning agencies, 
to define their functions, and to outline planning 
techniques. 

In its report ^‘Areawide Planning for Hospitals 
and Related Health Facilities,” (.|) the Committee 
indicated that areawide planning is both desirable 
and possible, that it should be a continuing process 
and that, it properly executed, it will help to 
assure that future expenditures for construction, 
expansion, renovation and replacement of hospi- 
tals and related facilities will be made in response 
to established need. The Committee summarized 
its conclusions by noting that areamde planning 
will aid communities in: 

♦ Maintaining and improving quality of care 
as economically as possible; 

♦ Correcting deficiencies in existing facilities 
and services; 

♦ Stimulating the construction of needed fa- 
cilities, including those for education and 
training; 
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♦ Discouraging construction not conforming 
to community needs; 

♦ Assuring more effective use of conimunity 
funds by avoiding unnecessary duplication of 
highly specialized, infrequently used, expen- 
sive facilities; 

♦ Improving patient care hy developing more 
effective interrelationships among facilities; 

♦ Developing an orderly distribution of all 
facilities in keeping with the projected popu- 
lation characteristics and overall community 
development; 

♦ Encouraging individual facilities to define 
and carry out their objectives and projected 
roles in relation to other facilities, services 
and community needs; 

♦ Stimulating facilities to recognize oppor- 
tunities for better coordination of services ; 

♦ Demonstrating the need for philanthropic 
and public funds through a well-developed 
information program. 


De0nitioii 

Specifically, areawide planning involves the es- 
tablishment of local health facility planning agen- 
cies, each governed hy a broadly representative 
group of lay and professional community leaders.* 
These organizations are vehicles for achieving 
greater local participation in planning and devel- 
oping adequate facilities and services. They also 
provide a mechanism for coordinating the con- 
struction plans of individual institutions and for 
guiding facilities in planning their own future 
development in relation to recognized community 
needs. 

The Hospital Council of Greater New York, 
formed in the mkUhirties, was the first local 
planning organization. It was followed in 1946 
by the Columbus Hospital Federation. »Since 
then, local planning groups have been established 
in Detroit, Kansas City, Chicago, Pittsburgh, aud 
elsewhere. 


THE ORGANIZATIONAL STAGE 


The organizing process involves creating a cli- 
mate for planning, determining the objectives of 
the proposed planning group, drafting a constitu- 
tion and bylaws, recruiting community leaders to 
serve on the governing board, securing adequate 
financing to support the organization's activities, 
and recruiting a staff. 

One or more influejitial and dedicated persons 
must take the lead in working toward the 
organisation of a local planning agency* 

The stimulus for forming a local planning agency 
can come from a variety of sources. In sojue cases 
it has been provided by business leaders; in others, 
a hospital association or a unit of State Govern- 
ment has served as the catalyst. But, no matter 
where the idea germinates, experience has shown 
that the services of some respected, energetic, and 
enthusiastic person or persons are needed to organ- 
ize a local planning group. 

flte is fundamental 
planning. 

or during the initial 
^awide planning to 


create community interest aud to secure tJie en- 
dorsement of influential organizations and groups 
concerned with health problems. 

State Advisory Councils 

In each* State there is a council set up to advise 
Hill-Burton officials on the conduct of the program 
within the State. These councils include repre- 
sentatives of hospitals aud other facilities, the 
medical profession, and the public. 

State advisory hospital councils can be instru- 
mental ill helping to develop support for the for- 
mation of voluntary planning ageucios by declaring 
support for areawide planning in general and by 
endorsing particular planning efforts within the 
State. The Federal Hospital Council, which is a 
national advisory body establislied pursuant to tlio 
Hill-Burton legislation, has already recommended 


’^Throughout this publication, the terms ^'planning 
group,” ^planning agency,” ^planning organi^jation,” 
and “planning council” are used interchangeably to clesig- 
nato such an agency. Whether used alone or modified 
by th6 words “local,” “areawide,” or “voluntary,” tlicsc 
terms refer to the local health facility planning agency 
established to carry out areawide planning functions as 
defined above. 



to tlie Surgeon General of the Public Health Serv- 
ice that greater emphasis be given to areawide 
hospital planning. 

Hospital and Nursing Home Associations 

Endorsement of the areawicle planning concept 
by liospital and nursing home associations should 
be sought even before formal organizational work 
begins. Since planning involves working inti- 
mately with facilities, their active support is 
essential. Close cooperation between the or- 
ganizers and appropriate associations will em- 
phasize the fact that planning is a joint effort by 
facilities and planners to find solutions to difficult 
problems. Tlie cooperation of individual ad- 
ministrators and facilities will be easier to enlist 
at later stages if the helpful nature of planning is 
empliasized at the outset. 

Hospital and nursing home associations should 
be encouraged to establish administrators' com- 
mittees to advise the sponsors of the prospective 
planning group during the organizational stage. 
At a later time, such committees can serve as ap- 
propriate vehicles for communication between tlie 
associations and planning officials. 

Associations should also be consulted on the best 
way they and the facilities which they represent 
can be given a voice in the planning effort, 

Medical Societies 

Endorsement of the planning effort should also 
be sought from State and local medical societies 
while the planning group is still in the formative 
stage. 

Physicians use hospitals frequently and influ- 
ence the volume of hospital services requked by 
determining the persons to be admitted and the 
date of discharge. Their expressed needs provide 
the most tangible evidence of demand for hospitals 
and related facilities. 

Health facility planning does not consist ex- 
clusively of promoting or discouraging construc- 
tion projects. It goes beyond this and deals with 
the deeper factors which create the pressures for 
construction. Sometimes these pressures can be 
relieved by providing suitable alternatives to 
expensive general hospital care, or by developing 
programs which serve as alternatives to institu- 
tionalization. For example, neighboring hospitals 
have, in some instances, reduced a bed shortage 
in one and increased occupancy in the other by 
arranging for reciprocal medical staff privileges. 


There is also increasing evidence of the efficacy 
of utilization committees in projiioting judicious 
and appropriate use of hospitals. 

Educating physicians to the possible advantages 
of seeking alternatives which minimize the need 
for additional construction, especially of general 
hospital beds, requires close cooperation and liaison 
between planning officials and the medical pro- 
fession. Therefore, planning officials should build 
close working relationships witli physicians frojn 
the earliest planning stage. 

Business Leadership 

The support and understanding of the top 
echelons of the business comnuinity are also es- 
sential to creating an atmospliere in wliicli suc- 
cessful planning is possible. It is to this group 
that a planning agency must eventually turn for 
the majority of its board membership if it is to 
avoid the appearance of being dominated by 
professional vested-interest groups, 

In addition, participation of top business loaders 
is needed to create support for a planning program 
once it is initiated. The business community 
conuuands respect, and its ability to mobilize 
financial resources is useful in encouraging the 
participation of facilities and their cooperation 
with the planning program. 

Wherever possible, it is desirable that top busi- 
nessmen rather than health professionals take 
the lead in organizing local planning groups. 
Doors are open to business leaders, enabling them 
to sell the planning idea where it counts. 

Other Interested Groups 

The nature and purposes of the prospective 
planning program should also be discussed with 
offices for the aging, welfare departments, health 
and welfare councils, licensing agencies, and the 
like. Wherever possible, endorsements should be 
obtained from these and similar organizations. 

The organizers of a local planning group should 
determine the objectives of the organization^ 
the relative importance of its various functions y 
and the phasing of various activities into its 
program. 

Prior to forming a local planning group, the 
organizers have to make some basic decisions 
about its objectives and activities. Will it em- 
phasize research? Should it be a vehicle for fund- 
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raising? How extensively should it engage in 
consultation? Will it concentrate on controlling 
construction? Should it function primarily as a 
public information medium? These are some of 
the questions that have to he answered. The 
decisions on these points will condition the nature 
of a planning organization's board and committee 
structure, as well as the kind of professional staff 
that it ought to employ. 

The organizers should recognize that initially 
the councihs most important joh is to sell the 
planning concept. Activities of the group should 
be focused on this goal rather than diverted into 
interesting, but extraneous, channels. 

Research 

All planning groups will need to engage in fact- 
finding or * ^applied research which tends to be 
descriptive; helps to locate and define problems 
and clarify issues; and serves as a basis for forming 
judgments. ‘‘Basic” research which examines 
questions of a theoretical nature and attempts to 
develop widely generalizabie conclusions should 
be avoided, at least during a planning group^s 
initial years of operation. Preoccupation with 
this type of research can undermine a planning 
program by giving tlie agency an appearance of 
detachment from reality. It can also divert the 
attention and energies of its professional staff 
from concentrating on more immediate and 
practical problems. 

Fundraising 

If fundraising activities are to be undertaken 
at all, they should not be initiated until the agency 


has been operating for a number of years and has 
an accepted and going program. Joint fund- 
raising campaigns have by no moans been uni- 
versally successful, and any atteinpt to couple 
this type of activity with a planning program 
should be viewed with extreme caution. In any 
case, fundraising should never be undertaken in 
the absence of experienced staff or appropriate 
professional counsel. 

Consulting Functions 

Another question with which the organizers 
will have to deal is the extent to which an agency 
should servo as a consultant and advisor to indi- 
vidual facilities. While consultation will be a 
normal part of the process of guiding and in- 
fluencing individual institutions, the extent to 
which such consultation can be provided will 
depend on the availability of staff and tlie number 
of facilities in tlie particular planning region. 
Wliile agencies in smaller regions can devote more 
time to individual counseling, they should avoid 
becoming, in effect, nonprofit consulting firms. 

Planning agencies will usually wish to provide 
the kind of advice which gives individual facilities 
a look at overall needs and helps them to see how 
they can best fit into the total community picture. 
For more specific advice on the details of its own 
future development within the framework of 
overall needs, however, each facility should be 
encouraged to employ a professional consultant 
to work with its tiaiatees and administrative 
staff. 


DRAFTING A CONSTITUTION 


Independence 

While planning activities in a number of cities 
have been established within the* organizational 
framework of a hospital association or a health 
and welfare council, a planning agency should 
preferably be an independent organization. In- 
dependence avoids formal association with vested 
interests and preserves the group's objectivity in 
the public mind, It removes any question of the 
organization's ability to report directly to the 


public without interference, and it helps the plan- 
ning group to build rapport with facilities ir- 
respective of existing organizational ties. 

Sequence of Events 

The organizers may proceed with the formal 
establishment of a planning group in a number of 
ways. They may choose to di’aw up a constitu- 
tion, or corporate charter, and subsequently select 
the initial board of directors, or they may first 
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select prospective directors and work with them in 
drafting the constitution and formally establishing 
tile agency. In a few instances, formal organi- 
zation has followed a comprehensive survey of 
health facility needs sponsored by a committee 
of leading citizens. 

The organizers customarily serve on the initial 
board of directors. Where the organizing group 
is small, liowever, it is advisable for them to 
appoint additional board members to provide 
broad and adequate public representation. 

The constitution of a voluntary local planning 
agency should he drafted with the aid of 
experienced legal counsel. It should contain 
provisions that will assure granting of non- 
profit status. 

Legal counsel should be secured to assist in 
drafting an agency^s charter, or constitution. 
The lawyer or legal firm chosen to advise the 
organizing group should preferably have previous 
experience in helping nonprofit organizations to 
qualify for tax exemption. Appropriate legal 
advice will help to prevent difficulties in obtaining 
tax exempt status and will assure compliance with 
all applicable Federal, State, and local statutes. 

Tax Exemption 

The Internal Revenue Service will carefully 
scrutinize the group^s organizing documents and 
its manner or proposed manner of operations in 
determining whether it is entitled to tax exemp- 
tion for Federal income tax purposes. Every 
voluntary health facility planning agency should 


qualify under the appropriate provisions of Sec- 
tion 501(c)(3) of the Internal Revenue Code wliich 
defines an exempt organization as follows: 

“Corporations, and any community chest, fund, or foun- 
dation, organized and operated exclusively for religious, 
charitable, scientific, . . . literary, or educational pur- 
poses, or for the prevention of cruelty to children or 
animals, no part of the net earnings of which inures to 
the benefit of any private shareholder or individual, no 
substantial part of the activities of wliich is carrying on 
propaganda, or otherwise attempting, to infliienec legisla- 
tion, and which does not participate in, or intervene in 
(including the publishing or distributing of statements), 
any political campaign on behalf of any candidate for 
public office.” (26 U.S.C.A., § 501.) 

All applicable wording of Section 501(c)(3) 
should be included verbatim in the agency's 
organizing ducumonts. 

Contributions to organizations exempt from 
taxes under this section are generally tax deduc- 
tible under Section 170 of the Code, 

Provisions of the Constitution 

The constitution of a local planning agency 
should (1) state the organization's name, objec- 
tives, location, and area of jurisdiction; (2) pro- 
vide for the gi^oup's perpetual existence; (3) 
establish a board of directors empowered to make 
and alter the organization's bylaws; (4) prescribe 
the manner of appointment of the initial board 
of directors; (5) provide for the disposal of assets 
in the event that the organization is ever dis- 
solved; and (6) prohibit the use or disposal of 
the agency's funds or other assets in a manner 
inconsistent with its nonprofit status. 


ORGANIZATIONAL STRUCTURE 


The hoard of directors should be composed of 
top lay and professional community leader Sy a 
majority of whom are selected to represent the 
public. 

The board of directors should be limited to a 
reasonable and manageable size to prevent its 
becoming umvieldy as a policy-maldng mecha- 
nism. To keep the size of the board within 
bounds, no attempt should be made to provide 
representation for every possible interested group. 
Interested parties can best be given a voice in 
the planning agency's activities through member- 
ship on advisory committees. 


Executive Committee 

The bylaws of the planning agency should pro- 
vide for the establishment of an executive com- 
mittee to act for the board of directors during 
intervals between board meetings, Usually this 
committee will include the board chairman and 
other officers plus one or two additional board 
members. 

The executive committee should be authorized 
to exercise all powers of the board except the 
power to adopt, amend, or repeal the bylaws. 
Actions of the executive committee should be 
subject to review by the full board. Minutes of 
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oxocmUvo conuuittce Jncetings sihould be promptly 
forwardiMl to all (Urectors. 

Selecliiif? tlic Mcinbersliip 

One luethocl of selectini^ board members would 
be to solicit iiojuinations from business and labor 
organ i/ititionij, leading' local citijjeiis, elected public 
olliciala, and community agencies concerned with 
hciilUi and welfare, 

Sonic planning agencies may wish to establish 
cx-oHhuo positions on their governing bodies for 
cortiiin government ofTicinls and executives of 
professional organizations. 

Q uni ifica lions of Meinbers 

Board in embers should have sufficient stature 
ill tho coinnumity to enhance and, perhaps, to 
assure acceptance of tlie planning agency's 
recommendations. 

Whilo fiill-tiniQ professionals in the hospital and 
health fields may be included on the governing* 
body, a majority of board membei*s should be 
appointed to represent the public. Board mem- 
hers should be api>ointed because they are top 
comiriunity loaders and not necessarily because 
of any asaociatioiis with hospitals or health. A 
board composed predominantly of influential 
community leaders will help to avoid the impres- 
sion tlial the planning agency is dominated by 
vested interests. 

Selecting public representatives for places on 
the board is coini)licated by the fact that many 
ioj) conuminity loaders are also hospital trustees. 
A person serving as a trustee should not be dis- 
qualified ipso facto from being appointed to the 
agency’s board to represent the public. A trustee 
selected as a public member, however, should be 
a broad-gauge individual who will speak for the 
comnninity rather than for a particular facility. 

/in agency^fi bylertvs should provide that the 
term of sonic fracCiori of boaril members tvtll 
expire annually. The number of times that a 
boord mofnher mtiy he reelected should also be 
specified. 

Tho governing board of a voluntary planning- 
agency should not be self-perpetuating. Directors 
should be required to step down after a specified 
number of terms to make way for new members. 
In order to provide continuity of leadership, 


however, the terms of all directors should not 
expire simultaneously. The retention of some 
experienced members will thus be assured, 

Tho expiration of the terms of office of the initial 
board members can be staggered by dividing them 
into several classes, each with terms expiring at a 
different time. When this device is employed, 
the membership of each class is usually determined 
by lot. 

Technical advisory committees should be estab- 
lished to provide the hoard of directors tvith 
adequate professional guidance* 

Appropriate committees should be established 
to guide the board of directors on matters requir- 
ing professional judgment. Committee members 
should be chosen primarily on the basis of profes- 
sional knowledge and status. A majority of the 
members of each advisory committee should be 
drawn from outside the ranks of the board, but at 
least one board member should serve on each 
committee. In this way, some board member will 
always be familiar with a particular committee’s 
deliberations and prepared to interpret its profes- 
sional judgments to his colleagues. 

The executive director of the planning agency 
should also be a member ex officio of all advisory 
committees. Either he or the appropriate com- 
mittee chairman should insure that advisory 
committee recommendations are presented to tho 
agency’s board of directors for necessary action. 

Types of Advisory Committees 

Some of the more important types of technical 
advisory committees that should be considered for 
establishment are discussed below; however, the 
exact nature of the committee structure and the 
types of committees to be formed are matters for 
local decision, Technical advisory committees 
should be formed only when they can make a real 
contribution to the planning effort. 

Planning committee . — A planning committee can 
review need estimates developed by the agency’s 
staff. It can initiate surveys and special studies. 
Other useful functions which such a committee 
can perform are; review of proposed guidelines for 
health facility development, expansion, and mod- 
ernization within the region; and liaison with other 
planning activities mthin the region and with 
other health facility planning groups. 

Financing committee— k financing committee 
should help the planning agency to assess financial 
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resources available for health facility construction 
and advise it on methods of developing new sources 
of funds to meet construction needs. This type of 
committee might also be used to advise the plan- 
ning agency on methods of financing its operating 
budget. Some agencies, however, will wish to 
leave this function exclusively in the hands of the 
board of directors. 

Other committees , — planning agency may wish 


to evaluate the desirability of establishing advisory 
bodies through which liaison can be maintained 
with the medical and nursing professions. Other 
possibly useful advisory committees might deal 
with education and training, financing indigent 
care, paramedical and technical personnel, hospital 
architecture, research, and related matters affect- 
ing the need and demand for hospitals and related 
health facilities. 


STAFFING THE PLANNING AGENCY 


A planning agency^ s staJJ requirements will de- 
pend on the nature and extent of its operating 
program. 

Most local planning organizations have begun 
with a skeleton staff consisting of the executive 
director and a secretary. As the planning program 
begins to take shape, additional personnel can be 
added as needed. The board of a newly organized 
planning agency may wish to consider borrowing 
a staff person from a state or local hospital associa- 
tion on a temporary basis to help in recruiting an 
executive director and to perform other interim 
duties. Although sometimes necessary as an ini- 
tial step, such sharing of staff should not be 
considered a permanent arrangement. 

Staff Specialization 

The size and degree of specialization of 
a planning agency^s staff will depend largely 
on the scope of the organization's activities. A 
planning agency which expects to provide exten- 
sive consultation to individual facilities will 
require a considerably larger staff than one which 
confines its activities to estimating needs and 
examining the merits of particular construction 
proposals. 

The executive director of a voluntary planning 
agency should he selected primarily on the basis 
of leadership ability and organizational skills. 

Imagination and leadei'ship ability are the most 
important qualifications for a planning agency^s 
director. He should be capable of working with 


diverse interest groups and be able to develop an 
intimate knowledge of the community's ^^power 
structure.” He should bo familiar with the hos- 
pital field and conversant with hospital prob- 
lems. Experience in community organization and 
planning is also desirable. While previous experi- 
ence specifically in health facility planning would 
be a definite advantage, it is not absolutely 
essential. 

When necessary, the new planning agency 
director can turn to a number of organizations for 
guidance in developing a planning program. 
These include existing local planning agencies, 
State Hill-Burton agencies, the American Hospital 
Association, and the Public Health Service, 

A statistical analyst employed by a planning 
agency should be selected on the basis of skill 
in developing and interpreting hospital data. 

Most planning agencies will wish to employ a 
person with a background in the field of hospital 
statistics, although smaller agencies may find it 
more convenient and economical to borrow sta- 
tistical personnel from universities, Blue Cross, or 
other organizations. In selecting aperson for a sta- 
tistical position, the agency should regard knowl- 
edge of programing and data processing techniques 
as a secondary consideration. While helpful to a 
person in this position, data processing knowledge 
s not absolutely essential, especially since datai 
processing can usually best be done by contracting 
with a commercial firm or Blue Cross. A statis- 
tical analyst employed by a local planning agonc3^ 
should, therefore, he chosen primarily for insight 
and skill in developing, presenting, and interpreting 
health facility data. 
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Architectural ajid engineering consultation and 
services are essential in the planning process* 

Architectural and engineering services will be 
needed by the planning organization at the time 
it initiates a program for evaluating the physical 
and functional adequacy of existing facilities. 
Usually this type of evaluation should not be 
undertaken until the agency has been operating 
for a year or more. 

Experience indicates that architectural and 
engineering services may be obtained in several 


ways. Some planning councils retain full-time 
paid architects and engineers for this service. 
Others have been successful in employing retired 
architects and engineers for the period of time 
necessary to carry out this important work. 
Still other councils have engaged private archi- 
tectural firms to conduct the evaluation. Whatever 
method is used, it is essential that the architects 
and engineers be knowledgeable in liospital plan- 
ning and that continuity and uniformity be 
maintained. If established, an architectural ad- 
visory committee should be utilized to provide 
periodic consultation and advice as necessary, 


FINANCING THE PLANNING AGENCY 


Voluntary planning agencies should look pri- 
marily to industry^ labor, prepayment plans^ 
/ouucfatEons, and private philanthropy as 
sources of continuing financial support. 

Every planning agency will be faced with the 
problem of developing adequate sources of local 
financial support for its operating progi’am on a 
continuing basis. Experience indicates that in- 
dustrial contributors will probably provide a 
substantial proportion of the financial bacldng 
for voluntary planning agencies. Blue Cross and 
Blue Shield plans are also possible sources of 
funds, and may be willing to contribute staff 
services. Other possible sources of financing 
include charitable foundations, medical societies, 
labor organizations, and hospital and related 
health facilities. 

Contributors should not be permitted to in- 
fluence agency decisions* 

Contributions to a planning agency should not 
give the donor a right to dictate or veto decisions 
of its board of directors. To preserve the board's 
independence, the agency's funds should not be 
provided predominantly or exclusively by hospi- 
tals and related health facilities. 


Federal Grants 

Federal demonstration grants available under 
the Hill-Burton program form another possible 
source of funds for areawide planning activities. 
The two types available are “seed" gi'ants and 
gi’ants to established planning agencies. 

Seed grants are awarded to State Hill-Burton 
agencies, hospital associations, prepayment plans, 
or other appropriate nonprofit groups to provide 
necessary financial support for stimulating interest 
in areawide planning and organizing areawide 
planning councils. 

Grants to established planning groups are 
usually made for one or more of the following 
purposes; 

1. To provide financial support for the 
initial years of operating newly organized local 
planning agencies. 

2. To assist established areawide planning 
groups to expand the scope of their activities. 

3. To assist established areamdo planning 
groups to expand their areas of jurisdiction, 
Application forms and additional information 

about demonstration grants for areawide planning 
can be obtained by writing to the Division of 
Hospital and Medical Facilities, Public Health 
Service, U.S. Department of Health, Education, 
and Welfare, Washington 25, D.O. 
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GEOGRAPHIC AREA SERVED 


The planning region served by a local planning 
agency should be logically and clearly defined. 
In some cases ^ the planning region shouUl caii- 
tain territory in more than one State. 

Each areawide planning agency should clearly 
define the population and geographic area encom- 
passed within its planning program. Initially^ 
planning officials will usually have to delineate 
an agency's area of service on the basis of judg- 
ment and ^^feel” of the local situation. In doing 
this, they should consult with the appropriate 
State Hill-Burton officials. If necessary, the 
boundaries of the planning region can be modified 
at a later time. 


Ill delineating an agency’s planning region, its 
staff should take into account the economic and 
political cohesiveness of the population and of 
local health facilities. Wherever possible, plan- 
ning agencies working in metropolitan areas should 
try to include the entire Standard Metropolitan 
Statistical Area as defined by the Bureau of tho 
Budget. 

The planning region of a local agmey working 
in an interstate area should include appropriate 
portions of each State, Care should bo exorcised 
to insure that neighboring local planning regions 
do not overlap. 
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Chapter II 


Beginning To Function 

DEVELOPING PLANNING PRINCIPLES 


Broad principles and policies to govern cort^ 
struction should he adopted by an agency^ s 
board of directors ^ 

Planning agencies should immediately begin to 
develop principles and policies that will help in 
evaluating specific construction proposals and 
assist the staff in working with individual facilities. 
Such principles should be designed to promote the 
establishment of necessary service programs and 
to encourage improvement in existing facilities 
and the construction of needed facilities. 

Naturally, the specific principles adopted will 
depend on the kinds of facilities a particular plan- 
ning group is trying to encourage. For instance, 
while a planning organization iu a large metropoli- 
tan region ^yill generally wish to promote largo, 
comprehensive hospitals, an agency planning for 
a predominantly rural area may be expected to 
adopt policies fostering development of high 
quality, accredited, but smaller and less extensive 
facilities, 

order to evaluate early project proposals, 
initial policies should be adopted soon after an 
agency is formed. 

The adoption of initial planning principles to 
aid the agency board and staff does not have to 
await the collection and analysis of detailed data. 
Goals and principles adopted initially, however^ 
will usually have to be fairly broad and general! 
As adequate data become available and as need 
estimates are developed, more definitive principles 
can and should be adopted. 

Dealing With Initial Construction Proposals 

When a new planning agency is established, 
some construction programs will already be under- 
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way or in an advanced stage of development. 
Consequently, new planning agencies will usually 
be called upon to evaluate construction proposals 
soon after being established and before they have 
had sufficient time to collect data and establish 
long-term goals. Thus, the development of in- 
terim, initial criteria or planning principles will bo 
necessary. These principles should be broad, 
emphasizing those things a project sponsor should 
do prior to initiating actual construction. 

For example, the principles adopted should be 
addressed to questions such as the following: 

1. Will the facility be operated in the public 
interest? 

2. Is it likely to qualify for accreditation 
by an appropriate group? 

3, Has adequate consideration been given 
to staffing and financing? 

4, Has the State Hill-Burton agency been 
consulted? 

6. Have appropriate city, county, or re- 
gional planning commissions been consulted? 

6. Have local health and welfare organiza- 
tions been consulted? 

7. Have other medical facilities which may 
be affected by the proposed project been 
consulted? 

8. Have the construction plans of such 
other facilities been taken into account? 

9. Has the project sponsor cooperated fully 
and freely with the areawide planning group? 

10. Is the size of the proposed facility 
adequate to promote economical occupancy 
rates? 

11. Does the range of proposed services 
appear to be adequate in relation to commu- 
nity resources and service programs? 



ESTABLISHING A TARGET DATE 


During the initial planning stage, it is important 
that selection be made of a target date which is a 
future year for which needs are calculated and for 
which planning goals are establislied. Thus, pur- 
pose and direction will be given to planning. 

A target year should not be regarded as a point 
in time at which goals are acliieved, needs are met, 
and planning stops. Instead, the target year is a 
time to pause, to evaluate performance, and to 
reassess needs. As tlie target year approaches, a 
new target date should be set and new goals 
established, 

A target date of 5 to 8 years should be estah- 
lished as a basis for coicw/atiri^^ needs and for 
settmg planning goals. 

Tlie target date should be a year for which 
reliable population projections are available or can 
bo conveniently developed, Population projec- 
tions are estimates of future population based on 


various assumptions about trends in births, deaths, 
and migration. The}’' are frequently prepared by 
health departments on the basis of vital statistics, 
and by such groups as planning commissions, 
school boards, and chambers of commerce, 
Because population projections tend to decrease 
in accuracy in proportion to the length of the pro- 
jection period, the target date should be 5 to 8 
years in the future and never more than 10, 
This period of time provides adequate leadtiine for 
the development of specific construction programs. 
A relatively short-range projection period helps 
reduce the errors that would be introduced into 
longer-range planning as a result of such factors as 
scientific advances, changes in medical practice, 
and the broadening of prepayment coverage. The 
ease with which short-range goals can be modified 
in the light of changing circumstances is an addi- 
tional advantage of a relatively short planning 
period. 


WORKING WITH FACILITIES 


The planning agency^ s stajf should keep in 
touch tvith the real problems of hospitals and 
related institutions through formal and in- 
formal channels of communication, 

A planning agency^s effectiveness is measured 
by its ability to influence tlie programs and con- 
struction activities of individual institutions. 
Acceptance of its advice is conditioned in part by 
(1) confidence on the part of administrators and 
trustees in the ability, fairness, and impartiality 
of the agency; and (2) tlie practicality and work- 
ability of the agency's suggestions and proposals. 

The establishment of these conditions requmes 
the development of two-way communication be- 
tween the planners and individual facilities. 
Such contacts enable the agency to work closely 
with facilities and to advise them on the ever- 
changing needs for beds, facilities, and programs. 
In addition, they provide a mechanism through 
which the agency can keep in touch with pres- 


sures on individual facilities which may lead to 
proposals for expansion. Good communications 
also help the agency to gauge how receptive fa- 
cilities may be to specific planning proposals, 

Each hospital should be encouraged to estab- 
lish a planning committee to serve as a point of 
contact with the planning group. 

Planning groups should encourage each hospital 
to establish a planning committee to work with 
the agency's staff. The planning committee 
should be separate from any aheady existing com- 
mittee within the hospital. Its membership 
should be balanced among representatives of (1) 
administration, (2) trustees, and (3) medical staff. 
The planning committee should be a working 
group and should he held to a reasonable size. 
Each clinical department need not necessarily be 
represented. To ensure impartiality, the com- 
mittee's cliairman should he a lay trustee. 
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Planning Committee Functions 

Tlie liospitars plaiming committee is the ve- 
hicle through which tlie planning council and the 
individual facilit^^ seek a meeting of minds. Its 
principal responsibility is to work out a future 
development plan for a facility in conjunction 
with areawide planners. It should outline in 
general terjns a development program for the 
facility in tlie light of community needs. 

The planning committee also serves as a mech- 
anism through which the results of surveys and 
special studies by tlie areawide planning staff can 
be interpreted to individual institutions. It is 
useful to the individual facilit}^, in turn, as a place 
where differences with tlie planning agency can be 
resolved, and also serves as a vehicle through 
which the facility can transmit its own conception 
of present and future needs to tlie planning agency. 

Each facility's ptannUig committee should 
attempt to define the facility's aims for the 
target year. 

While some facilities will have well- thought- 
through master plans for their own future develop- 
ment, many will not have developed a long-range 
progi’am. This void should be filled as soon as 
possible after the inception of a planning program. 
For this reason, each facility’s planning committee 
should be encouraged to work wth the area- 
wide planning staff in evaluating the facility’s 
role in the community and in devising future goals. 
As part of this process, each facility should develop 
a written statement describing its present program, 
as well as its future needs and objectives. The 
outline of a facility’s future program should be 
addressed to such questions as (1) What popula- 
tion and geographic area does the facility serve 
now, and what would it like to serve in the future? 
(2) What kinds of patient care services would it 
like to provide? (3) What kinds of research and 
educational activities would it like to carry on? 
Wherever possible, rough diagi’aius of space 
allocations for future coiistrucLion, plot plans, and 
other pertinent material should also be included. 

The specific nature of the future goals outlined 
by a facility will, of course, be conditioned in part 
by its ability to staff and finance particular kinds 
of activities, but these should not be the only 
limiting factors. The planning agency should 
guide each facility's planning committee as it 
proceeds to outline the institution’s prospective 
functions. The agency’s staff should, wherever 
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necessary, call attention to proposed goals which 
appear to be inconsistent with community needs. 
Consideration should also be given to patient care 
programs which can be carried on more effectively 
or economically by other facilities or other 
community agencies. 

Value of Individual Planning Goals 

By encouraging facilities to formally state their 
future goals and to outline prospective programs, 
the planning agency helps to initiate long-range 
planning within each facility. In addition, this 
process helps administrators, trustees, and medical 
staff to understand the need for adequately con- 
sidering overall community needs when developing 
construction programs. It provides planning 
officials with a forecast of construction activities 
which, in some cases, will alert them to proposed, 
but ill-advised, construction projects. It also 
helps them to call attention to needed programs 
and services that are perhaps being neglected or 
receiving too little emphasis. Finally, it provides 
the agency with a knowledge of each facility’s 
plans and desires, which is extremely important if 
the planning organization is to prevent expensive 
and unnecessary duplication of services and 
facilities. 

Written goals also provide a basis for evaluat- 
ing the degree of obsolescence and the potentiali- 
ties of existing physical plants. It should be 
recognized that, on the basis of such an evaluation, 
some facilities’ initially conceived goals may have 
to be modified. 


Aveatvide planning groups should encourage 
each hospital to establish a utilization com’’, 
mittee. 

One of the functions of a planning organization 
is the promotion of administrative devices that 
will minimize the need for additional inpatient 
facilities. These may take the form of out-of- 
hospital services such as home-care programs, 
expanded outpatient services, and broader public 
health and preventive measures. Or they may 
involve the establishment of a hospital utilization 
committee. 






Utilization committees examine patient records 
to determine the propriety of admissions and 
length of stay from the standpoint of medical 
judgment and need. They are usually composed 



of representatives of a hospitaPs medical staff. 
Wherever possible, it is also desirable that one or 
more pliysician members of a hospitaPs planning 
committee serve on the utilization committee as 
well. 

The functions of a utilization committee are 
neither punitive nor regulatory, nor is the utili- 
zation coininittee a vehicle for conducting research 
into the precise extent of * ^appropriate” or “in- 
appropriate” use of hospitals. Rather, the com- 
mittee is a device which, through factfinding and 
educational activities, helps practicing physicians 


to understand how their hospitalization practices 
affect the demand for inpatient facilities. By 
calling attention to questionable admissions and 
overlong stays, utilization committees can, per- 
haps, help to minimize the rate of use of inpatient 
facilities (i.e., patient days per unit of population). 
In this way, these committees may contribute to 
minimizing the demand for additional beds. 

While planning agencies should assist hospitals 
in establishing utilization committees, they should 
not participate directly in committee activities or 
attempt to influence deliberations (5). 


WORKING WITH GOVERNMENT AGENCIES 


State Hill~Burto?i agencies and local planning 
agencies should collaborate closely^ Coopera- 
tion is important even in areas tvhich have 
little or no priority for obtaining Hill-Burton 
funds* 

Under the Plill-Biu’ton legislation, Federal 
funds are made available as grants or loans on a 
matching basis to nonprofit organizations and gov- 
ernmental units for the construction of hospitals 
and related medical facilities. Tlie legislation 
requires that a single State agency be established 
in each State to administer the program. The 
State agency is responsible, among other things, 
for making an inventory of existing health fa- 
cilities, surveying the need for additional facilities, 
and developing a State Plan reflecting such needs, 
State Hill-Burton Plans usually divide a State 
into “service areas” and base priority for Hill- 
Burton aid on the extent to which existing fa- 
cilities and services meet the needs of eacli area. 

Similarity of Interest between 
State and Local Grovips 

Both the State Hill-Burton agency and local 
planning groups liave an interest in promoting 
good planning for health facility construction 
regardless of the source of capital funds. Both 
are responsible for encouraging sound planning 
by individual facilities and for insuring that 
independent construction programs are reason- 
ably related to each other. Consequently, every 
new areawide planning organization should estab- 
lish contact with the State Hill-Burton agency 


at the very beginning of the planning effort. 
Such groups should confer with Hill-Burton offi- 
cials and attempt to ascertain how a local council 
can best assist the State agency and how it can 
best ensure adequate, com muni ty-orion ted plan- 
ning for construction projects in which Federal 
funds are not involved. 

Local planning groups should seek official 
recognition by the State Hill-Burton agency*. 
Planning groups in interstate planning regions 
should seek the recognition of the Hill-Burton 
agency in each of the States involved* 

Recognition by the State Hill-Burton agency 
should be sought by all local planning groups. 
Such recognition by a legally constituted State 
planning authority will assist the local group in 
establishing stature in the area it serves and should 
assure close working relationships between the 
agencies, For example, a local planning group 
can work with State officials in developing and 
improving the portion of the State Plan relating 
to the geographic region which it covers, It 
can also provide advice regarding approval or 
disapproval of applications for Hill-Burton funds 
from facilities within the local area. 

Some States now require that, where a 
recognized local planning agency has been formed, 
applications for Hill-Burton assistance must first 
be submitted for consideration by the local group. 
Recognized local groups can also advise State 
agencies on the relative merits of particular con- 
struction proposals within the same service area. 
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State Flill^^Burton agencies should extend 
officml recognition only to areawide planning 
groups meeting qualifications set by the State. 

While tlie makeup of a planning agency will 
vary from community to community, it is desirable 
that the agency be organized as nearly as possible 
in accordance with principles enunciated in the 
report, '^Areawide Planning for Hospitals and 
Related HeaUh Facilities.” {Jf) Particular care 
should be exercised to insure that the local group 
has a competent staff, is qualified for tax exemp- 
tion, is not controlled or dominated by any one or 
more professional groups, and that it has respon- 
sibility for developing a program for a logical 
planning region. 

The stajf of a local planning agency should 
understand hotv the HilUBurton program 
tvorks. 

Initially, the staff of a newly organized areawide 
planning agency should become thoroughly fa- 
miliar witli the operations of the Hill-Burton pro- 
gi’am. Specifically, the local staff should 
understand liow the State Hill -Bur ton agency 
determines needs and the basis on which service 
areas are delineated in the State Plan. Local 
planning officials should know what kinds of data 
are required for the State Plan, how these data 
are collected, and how they are employed. They 
should also become familiar with the mechanics of 
making an application for Hill-Burton funds and 
the technical details of how funds are allocated. 

State and Local Cooperation 

Once orientation with Hill-Burton is achieved, 
a whole range of mutually advantageous relation- 
ships can be developed between local planning 
councils and State Hill-Burton agencies. Among 
o ther things, local organizations will frequently be 
in a position to provide the State Hill-Burton 
agency with needed information. They can serve 
as advisers on the development of the State Plans 
and provide advice on the allocation of Federal 
funds to applicants within the local region. 

Frequently, the data developed by local 
planning organizations through special studies 
and through their regular data, collection programs 
will be especially useful to State Hill-Burton 
agencies. This is particularly true of patient 
origin information and studies of hospital 
obsolescence. 


Local planning groups should become familiar 
with government-operated care and treatment 
programs^ including progriitns for purchasing 
c«re/rom private and nonprofit facilities. 

While State HiU-Burton agencies are the govern- 
ment units most obviously interested in hospital 
planning, other government agencies also have 
considerable interest. Federal, State, and local 
government are all involved in operating hospitals 
and purchasing care. Most State govormnonta 
license hospitals, nursing homes, and related facili- 
ties. Some States have their own construction 
grant programs, and there are numerous programs 
for financing hospital construction through special 
districts and authorities as well as with county, 
municipal, and other forms of local governmental 
aid. 

Initially, a local planning group^s staff should 
become acquainted with the above-mentioned 
programs. A special eflfort should also be made 
to learn about State mental health programs, 
welfare programs, and programs for the care of 
the aging. The staff should also become familiar 
with licensing statutes and regulations. Tho 
State Hill-Burton agency can materially assist 
the local planning agency to develop liaison with 
other governmental organizations. 

Local health facility planning ojficials should 
become familiar ivith the role and functions of 
other local planning bodies ivhere these exist. 

Many metropolitan areas have city, county, or 
regional planning commissions. These organiza- 
tions estimate future population changes and plan 
for required municipal services such as streets, 
transportation, and sewage disposal. They also 
develop zoning regulations and propose legislation 
designed to influence patterns of metropolitan 
growth. 

Local health facility planners should know tlie 
people in their own particular city, county, or 
regional planning department. They should learn 
what information such organizations can provide 
and should acquaint the city planners with tho 
functions of the health facility planning group. 
At later planning stages, they should work closely 
with the local planning department to ensure that 
official local or regional development plans give 
appropriate consideration both to tlie needs of 
health facilities and to the need for health facilities. 
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Chapter III 


Data Collection 


A planning gi'oup should be the custodian of a 
large body of comprehensive health facility data. 
Significant tabulations should be compiled, inter- 
preted, and reported to facilities regularly, and 
other information should bo readily recoverable 
for use as needed in particular situations. 

Possession of data gives the planning staff a 
basis for working with individual facilities to help 
thorn balance out their own needs and desires with 
the needs of the total region, Furtlier, data col- 
lected by a planning group help to locate, define, 
and measure the extent of problems and provide a 
common base of knowledge to guide policy devel- 
opment, Tempered with intelligence, experience, 
and judgment, these data also help administrators 
trustees, and planners to recognize available 


courses of action and to make wise choices among 
alternativ'es. 

In addition, data collection involves individual 
facilities directly in the planning process. Being 
noncontroversial, it gives planning officials and 
hospital officials a chance to know each other under 
favorable circumstances. It also serves as a 
training device for members of the planning 
staff (6). 

Data collection usually takes place in three 
stages: (1) assembling existing data; (2) survey- 
ing all facilities; and (3) establishing mechanisms 
for periodic reporting of information on a regular, 
current, and uniform basis. As the planning pro- 
gram progresses, special studies may be required 
from time to time to supply needed data not other- 
wise available. 


ASSEMBLING EXISTING DATA 


As an initial step in planning j, all pertinent and 
readily available data on facilities ^ physicians^ 
and population should be assembled. 

Readily available information on post trends in 
beds, services, programs, and occupancy frequently 
reveals conditions which can be cited in selling the 
need for coordinated planning to the community 
as well as to owners, administrators, and trustees 
of facilities. Recognition of these conditions also 
helps to establish broad goals for the planning 
effort. Some trends, such as the extent of prepay- 
ment coverage and changes in the organization of 
care, are important indicators of possible future 
demand for facilities, 


Other Hospital and Medical Data 

Certain existing data are needed to plan a sur- 
vey and to present and evaluate the results. 
For example, names and addresses of facilities are 
needed before a survey can take place. Informa- 
tion on licensure, accreditation, size, and owner- 
ship of each facility is needed, among ather things, 
to classify data in preparing statistical tabula- 
tions and to assist in evaluating specific project 
proposals. In addition, data consisting of each 
physician's principal oifice address, hospital staff 
appointments, specialty, type of practice, and 
educational qualifications are needed in tabulating 
and analyzing patterns of referral to hospitals. 
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Population and Related Data 

Population estimates and projections are re- 
quired for preparing estimates of future areawidc 
needs, and information on zoning, transportation, 
and community development is useful in planiiing 
the distribution of facilities and services. 

When assembiiiig existing data^ planning 
officials should ascertain the use for ivhich 
they tv ere originally intended anti appraise 
their reliability. 

Sometimes data collected for one purpose are 
entirely useless for another; therefore, when col- 


lecting existing information, planning agencies 
should find out how it was obtained, what it 
means, and how it was intended to bo used. 

For example, before using a published inventory 
of hosjiital beds in a community, tlie agency staff 
should attempt to find out how the information 
was compiled. Are the figures based on a square - 
foot standard? If so, what standards were 
used? Do the figures reflect a physical count of 
beds? Are they based on unverified replies to 
questionnaires? Wlieu was the information com- 
piled? The answers to such queries will furnish 
insight into the reliability and further usefulness 
of existing data. 


SOURCES OF EXISTING DATA 


Sources of existing data include published 
material^ government agencies^ prepayments 
plans ^ and other organizations. 

A number of governmental and nongovern- 
mental agencies and organizations routinely col- 
lect, analyze, and periodically publish data on 
health facilities. All such sources should bo ex- 
plored by the local planning agency as a moans of 
determining the additional data to be collected 
and guarding against the collection of informa- 
tion already available on a routine basis. 

State Hill-Btirton Agencies 

In addition to advice and consultation, State 
Hill-Burton agencies should be able to provide 
considerable statistical information. State Hill- 
Burtoii Plans governing use of Federal funds for 
hospital and medical facility construction will 
ordinarily be available for inspection at State 
agency offices. Some States may have extra 
copies of the State Plan which they can furnish to 
local planning agencies. 

State Hill-Burton Plans include an inventory of 
facilities showing for each the number of suitable 
and unsuitable beds, the annual numbers of 
patient days, and the average annual occupancy 
rate. They also contain maps of service areas, 
estimates of bed needs, and a listing of the relative 
need of each area within the State, 

State Hill-Burton agencies collect data for in- 
clusion in the State Plan which, in some cases, 
may be used by new local planning agencies as 
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an immediately available source of information 
on health facilities. Figures compiled from past 
State Hill-Burton Plans should also prove to bo a 
principal source of trend data. 

In addition to providing statistical information, 
examination of the State Plan and contact with 
State riill-Burton officials will give a planning 
agency staff an opportunity to become familiar 
with policies governing Hill-Burton grants within 
the State. 

State Licensing Agencies 

Agencies of State government which license 
hospitals and related health facilities should also 
be requested to furnish necessary information. 
All planners should be familiar with State licensing 
laws and regulations. In addition to copies of 
these. State licensing agencies may also be able 
to supply information on each facility's classi- 
fication and typo of liconso. 

In many States, the State Hill-Burton agency is 
also responsible for licensure. In some States it 
shares this function with other government 
agencies, and in a few States, the Hill-Burton 
agency has no licensing function. Other agencies 
of State government which frequently have some 
licensing responsibilities include Mental Health or 
Hygiene Departments and Welfare Departments. 

Other Government Agencies 

Local planning commissions, zoning boards, and 
the like should be consulted for information on 



possible community development. State and 
local health departments should be requested to 
supply pertinent information on the prevalence 
of illness. 

Publications 

Guide issue of HQS 2 niaW \ — The guide issue of 
“Hospitals” magazine, published annually in 
August, contains data on individual facilities 
with respect to capacity, services, average occu- 
pancy, operating expenses, and other items. 

Because of difFerences in reporting periods and 
other technical considerations, data presented in 
the guide issue may not be identical with corre- 
sponding data in State Hill-Burton Plans and other 
official sources. Furthermore, not all hospitals 
are listed in the guide issue. 

Medical societies and direeioHes . — Data on the 
hospital staff appoiiitincnts and qualifications of 
physicians can bo compiled from the Directory of 
Medical Specialists (7), the American Medical 
Directoiy (S), directories of local medical and 
osteopathic associations, and hospital medical 
staff lists. Information on every physician in 
the country is maintained on punch cards by the 
American Medical Association. This material 
covers both member and nonmenber physicians. 
The American Osteopathic Association maintains 
similar data on every osteopath. 

Population Data 

Population data can generally be obtained from 
a variety of sources. The best-known of these 
is the U.S. Bureau of the Census. Tlie Bureau 
conducts the regular decennial census and also 
makes numerous special censuses during the 
intervening years. 


State and local health departments are fre- 
quently excellent sources of detailed population 
estimates and projections for municipalities and 
metropolitan areas. In developing such informa- 
tion, health departments use their extensive reser- 
voir of birth and death statistics. Other sources 
which should be consulted for population data 
include regional planning commissions; school 
boards; chambers of cominorce; power, telophono, 
and gas utilities; and water and sewer commissions. 
Church groups are also possible sources of popula- 
tion data, since they occasionally sponsor private 
censuses of local population. 

If appropriate population figures arc not readily 
available from the above sources, planning 
agencies can develop their own estimates and 
projections. 

Other Sources of Health Facility Information 

Other information maj^ be obtained from prepay- 
ment plans, hospital and nursing home associ- 
ations, and the Joint Commission on Accreditation 
of Hospitals (9). In areas with a high propor- 
tion of Blue Cross coverage, examination of claims 
data may provide some indication of patterns of 
hospital usage. Trends in prepayment coverage 
and costs of care may also bo indicative of possible 
changes in future demand for institutional and 
out-of-hospital health services. 

The types of data available from hospital and 
nursing home associations will vary widely. 
Planning agencies should consult with tliese or- 
ganizations to detemiine the nature, extent, and 
usefulness of the information that they can 
provide. In addition, tiie accreditation status of 
each facility should be dctorniined by contacting 
the Joint Commission. 


CONDUCTING AN INITIAL AREAWIDE SURVEY 


When existing data have been assembled^ an 
initial areawide survey should be conducted to 
provide current, uniform, and detailed data 
about facilities. 

Experience indicates that local planning agencies 
will greatly benefit from a comprehensive surve 3 ^ 
of health facilities in the planning region and that, 
at some point in the planning process, such a 
survey will become necessary. 

ODO^SIS 0—03 i 


Technical Benefits 

A survey facilitates the collection of coinploto 
and uniform data. It enables planners to fill in 
gaps in existing knowledge and provides informa- 
tion sufficiently detailed for use in plannhig. In 
addition, the uniformity of survey data permits 
planners to make comparisons between individual 
facilities, 
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Organizational and Administrative Benefits 

Facts developed in a comprehensive surve3^ help 
to gain support for a planning effort and provide 
a basis for guiding and influencing facilities^ 
construction plans. The definitive knowledge of 
capacities, capabilities, and potentialities of health 
facilities provided through a survey gives indi- 
vidual institutions an incentive to actively seek a 
planning agency’s advice. Tins is one way in 
which planning agencies can develop opportunities 
to provide effective leadership. 

At the inception of the planning process, some 
facilities may have misgivings about developing 
future construction plans in conjunction with 
planners, who are not accountable for facility 
operation. Properly handled, a survey can help 
to develop more constructive attitudes by build- 
ing mutual trust between planning agenc}^ staffs 
and the sponsors and managers of facilities. 
A survej’’ enables planners and participating 
facilities to work together and assists planning 
agencies to gain greater insight into the problems 
of individual institutions. In this way, a survey 
helps to develop rapport between facilities and 
planners and creates an atmosphere in which 
they can develop a constructive partnership in 
working toward common goals. 

Plannijig groups should set definite and limited 
objectives for the mitral health facility survey* 

Experience indicates that the initial survey 
should bo limited to a detailed inventoi\y of existing 
facilities, services, and programs and a descrip- 
tion of patterns of usage by both patients and 
physicians. Generally speaking, it should avoid 
questions about manpower, staffing costs, qualitj’' 
of care, reimbursement fonnulas, or an^^ matter 
relating to the internal managoment and operation 
of facilities. If needed, data of this nature can 
be acquired later through special studies. 

On the other hand, much of the information 
assembled through an initial surve}^ will not be 
useful until the planning staff reaches the stage 
of working with individual facilities on their 
specific development programs. For this reason, 
within the limits of time and staff capabilities, 
it is usually best to assemble as much relevant 
information as possible initiallj^, at one time and 
from all facilities, to anticipate later needs. 

All initial health facility survey should obtain 
data useful in buiUling supportfor the planning 
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in providing an inventory of existing 
facilities 9 services^ and programs; and in de- 
scribing and evaluating the significance of 
patterns of usage by physicians and patients. 

Several types of information can bo obtained 
which are useful in helping to develop support for 
comprehensive health facility planning in the 
region. These include data on individual and 
aggregate construction plans of all institutions; tlie 
magnitude of total proposed expenditures for con- 
struction; the nature of existing coordinated rela- 
tionships among facilities; and the extent of 
uneven, uneconomical, or inappropriate use of 
facilities. When measured against community 
needs and resources, these data can bo used to 
demonstrate how economies cati be cfl’ected 
through bette]‘ planning. 

Developing an Inventory of 
Facilities and Services 

Data compiled from an initial survey should 
show the number, type, and distribution of beds, 
services, and programs. Such an inventory can 
be used to determine the availability of services 
in the community, to locate possible unnecessary 
duplication, and to discover gaps and deficiencies 
in service. Inventory data also provide a base 
point from which progress can be measured as 
planning proceeds. 

Patterns of Hospital Usage 

The initial survey should assemble data on 
patients’ residence and on physicians’ patterns of 
patient referral to hospitals. This can be done 
by collecting information showing tlio three-way 
link between physicians, patients, and hospitals on 
the same survey source document. These data 
will help hospitals to see the need for working 
with other hospitals and for developing adminis- 
trative devices which will minimize tlie demand for 
additional facilities. They also will help planning 
agencies to offer guidance to hospitals developing 
construction programs. 

Patient origin data show which hospitals are 
important to the residents of particular segments 
of the planning region and which geographic 
areas are important contributors to the patient 
load of each hospital. This kind of information 
frequently is useful for showing hospitals that 
future development can best be planned in rela- 
tion to a particular population. In many cases, 



patient origin data will also show hospitals that 
they share with nearby hospitals tlie role of pro- 
viding care for the residents of particular areas. 

Information on physicians^ patterns of hospital 
admission is particularly important and would not 
be available in the absence of a survey. Almost all 
expansion in hospital beds reflects the desires of 
physicians for bed facilities to accommodate their 
patients. Information on patient referrals to hos- 
pitals by each physician will show each hospital 
wlmt proportion of its medical staff admits patients 
to other hospitals and what proportion of its 
stafF^s patients are admitted to other hospitals. 
Data of this nature should never be made 
public or reported to hospitals in a manner which 
identifies individual physicians. 

Hospitals^ after analyzing such data, will 
realize that they share with other hospitals the 
task of meeting the total bed demands of staff 
pliysicians. Such data can also be used to show 
what proportion of a facility's medical staff refers 
patients wholly or primarily to it, and what pro- 
portion uses the facility principally for overflow 
wlien other hospitals are full. Knowledge of 
physicians^ patterns of patient admissions to hos- 
pitals will also help to show facilities contemplat- 
ing construction how, over the short-run, bed 
expansion may affect their occupancy and the 
occupancy of other facilities through transfer of 
patient referrals by physicians holding multiple 
staff appointments. 

Survey questionnaires should be reviewed in 
advance by processing and tabulating 
specialists. 

Review of questionnaires by data processing 
specialists is essential to assure ease in reviewing 
and liandling completed survey forms and to en- 
sure that proposed tabulations can be readily 
made with the type of data processing equipment 
to be used. 

Examples of suggested survey questionnaires 
and tabulations, together with a discussion of 
many generally applicable principles relating to 
forms-design and survey techniques, are included 
in appendixes I and II. This material, however, 
should be regarded as illustrative only and should 
not be used without critical review of its ap- 
plicability to particular local circumstances. 


Survey data should be obtained f?*om all 
facilities regardless of oivnership. 

In regions sufficiently large to justify the crea- 
tion of a planning agency, it will generally bo 
found that facilities are so diverse with respect to 
size, location, ownership, and population served 
that no one of them (or small sample) can properly 
be regarded os representative of the whole. In 
addition, to be of value, patient origin data must 
bo obtained from substantially all facilities. 

An initial survey should, therefore, cover all 
typos of facilities — governmental and nongovern- 
mental; long-term and short-term; general and 
special; inpatient and outpatient. 

Medical societies ^ medical record librarians ^ 
administrators^ and representatives of other 
interested or affected groups should be in~ 
volved early in the process of developing a 
survey^ s format, organization, and timetable. 

An initial aroawide health facility survey will 
involve considerable work and expense on the 
part of hospitals and related facilities. At the 
outset, steps should be taken to insure their 
understanding and approval of survey objectives. 
Careful attention to these matters will help to 
secure the widest possible participation. 

Liaison with interested groups can be estab- 
lished either through special committees estab- 
lished for the purpose of working with the planning 
agency in developing and conducting the survey, 
or through appropriate standing committees of 
institutional and professional organizations. 
These groups should be involved early in the proc- 
ess of developing a survey^s format, organization, 
and timetable, and at later stages, they should be 
consulted on data analysis. 

Review Committees 

Proposed survey questionnaires should be re- 
viewed by cojmnittees representing hospital ad- 
ministrators, physicians, and medical record 
librarians. Fonns to be used in surveying long- 
term care facilities should be reviewed by nursing 
home administrators. 

The purposes of establishing such review com- 
mittees are (1) to insure that questions are clear 
and appropriate; (2) to insure that desired infor- 
mation is i^eadily available; and (3) to ascertain 
whether proposed questions are fully acceptable to 
all professional groups. 
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Review of proposed questionnaires by medical 
record librarians is particularly important since 
they are the group most fajuiliar with record -- 
keeping procedures and the availability of data. 
Record librarians will also be called upon to do 
most of the actual work of completing survey 
questionnaires. 

Acceptance and understanding of survey and 
planning goals by the medical profession will 
inaterially enliance the effectiveness of an areawide 
planning effort. Involvement of physicians in 
the planning process by requesting their advice 
and consultation in the development of survey 
forma and, to the extent possible, requesting their 
assistance in the analysis of data, can demonstrate 
how medical practice and professional judgment 
affect the quantity, quality, distribution, and cost 
of healtli facilities. 

Proposed survey questionmiires should be field- 
tested prior to final adoption. 

Survey forms should be pretested once they 
have been developed and approved in preliminary 
form. A few representative facilities should be 
asked to complete a small number of the tentative 
questionnaires and to report any difficulties to the 
planning agency. Observed deficiencies should be 
corrected before questionnaires are finally adopted, 

HospiUil administrators and medical record 
departmejits should receive adequate advance 
notice of a proposed survey. 

All udjiiinistrators should be informed of the 
purposes of the initial survey, its content, and 
other pei^tinent matters such as the confidential 
treatment of information regarding individual 
facilities and individual patients. This may be 
done through forjn letters, meetings, and in smaller 
planning regions by telephone. Information dis^ 
seminated throiigli these devices sJiould also cover 


the background and sponsorship of the survey 
and planning effort. If administrators are confi- 
dent of the impartial and broadly representative 
nature of tlie planning group, they will more 
readily agi’oe to participate in the survey. 

In planning regions which include large num- 
bers of institutions, a reply card for the admin- 
istrator’s signature should be enclosed with mailed 
notices to verify receipt. 

Consideration should bo given to sending a 
letter to each administrator for transmittal to 
the head of his medical record department. Such 
a letter would describe survey questionnaires in 
detail, discuss other teclmical inforjnation, and 
indicate deadlines for submission of data. Experi- 
ence indicates that notification of medical record 
departments in advance of a survey helps tlioin 
to prepare for the additional worldoad and stimu- 
lates accurate reporting. The possibility of liold- 
ing an informational meeting with medical record 
librarians prior to a survey sliould also be con- 
sidered. 

Survey data, together with on interpretation 9 
should be supplied to facilities as soon as 
possible after tabulation and analysis. 

Facilities will not cooperate indefinitely with a 
planning agency’s data collection program unless 
they see some tangible results. Tabulations 
should therefore be reported to fac.ilities as quickly 
as possible after tlie completion of a regional sur- 
vey. Reports should be accompanied by a sliort 
and simple interpretation of each table, If 
possible, a few sentences calling attention to 
significant points should accompany each table. 
Any tabulation requiring greater explanation is 
too complicated and should be simplified. 

All tabulations should be dated and should 
show the source of the information, This is 
usually done wi tli a footnote on eacli table. 


PERIODIC REPORTING 


After an initial survey has been completed and 
the data analyzed, coTitinuing data collection 
mechanisms should be established. 

Regularised data collection procedures will 
enable a planning agency to keep survey and other 
data up to date on a continuous basis. Properly 
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conceived, such regular reporting will keep plan- 
ners in touch with events as they occur and 
minimize the reporting costs to liospitals. 
Continuous reporting procedures sliould also 
be established to enable planning agencies to 
assemble needed data which are unavailable from 



past liospital records and wliich cannot he de- 
veloped adequately tlirougli a brief initial survey. 

In addition, periodic reporting of data on a 
regular basis can help planning agencies to oin- 
pliasize that planning is a continuing process, 
which consists, in part, of remaining alert to signif- 
icant trends in order to initiate appropriate 
action. 

Types of Regularly Reported Data 

Daily occuiyancy Arrangements sliould 

be made for the regular collecjtion of data needed 
to calculate daily occupancy by clinical service both 
for individual iacilities and all facilities combined. 
Detailed daily records of patient census and bed 
complement for past periods are frequently 
unobtainable from hospitals. Consequently 
these data must be built up from current experi- 
ence. 

To obtain daily, unifonn, and detailed occupancy 
inform atioHj planning agencies will first have 
to work with hospitals to gain agreement on the 
number of beds to be counted as part of each 
clinical service. Hospitals should then be re- 
quested to submit copies of tlieir midnight census 
repoi'ts to the planning agency. These should 
bo submitted on a weeldy or monthly basis. 
Hospitals should also be asked to report major 
changes in bed complement as they occur. 

Occupancy data of this nature can be arranged 
to show the number of beds occupied all of the 
time, some of the time and, perhaps, the number 
never occupied. In addition to showing the 
range of occupancy variation over a period of 
time, these data will show the frequency with 
which peaks and lows occur and whether occu- 
pancy generally reaches high or low points 
simultaneously in all hospitals. 

Daily occupancy information (;an frequently 
be used to demonstrate that higher average occu- 
pancy rates arc possible for short-term, acute 
facilities. It can also Jielp to call a hospitals 
attention to situations in wliich more economical 
utilization can be achieved tlu’ough administra- 
tive action, such as closure or conversion to otlier 
uses of low occupancy nursing units; reduction in 


the number of beds in small, segregated, clinical 
departments; developinent among nearby liospi- 
tals of coordinated relationships designed to 
lessen fluctuations in occupancy; and better 
management of waiting lists (10, /I, 12). 

These data are also useful in mapping differ- 
ences in occupancy pressures in major clinical 
services in various parts of a planning region. 
This will help to identify metropolitan area needs 
for additional general hospital bods by typo of 
service {IS). These data are also needed to aid 
in gaining agreement on desirable occupancy rates 
as planning goals. 

Medical stajff appoint?ne7its and 
qualifieaiiom . — Planning agencies sliould main- 
tain a record of every hospitaPs medical staff 
allowing tlie name, qualifications, privileges, and 
type of practice of each staff physician. Arrange- 
ments should be made for annual reporting by 
each hospital of new medical staff appointments 
and changes in physicians^ privileges. 

Individual hospitals rarely, if ever, have a 
complete picture of their staff members^ other 
affiliations. As previously noted, pressures for 
new hospital construction are usually built up as 
a result of physicians* need for readily available 
facilities for their patients. Information on the 
proportion of physicians on each liospitaPs staff 
who hold single or multiple affiliations is conse- 
quently an important indicator of possible drives 
for new construction. 

Medical staff lists can also help planning 
agencies to advise sponsors who are planning 
construction projects. Data on the facility's 
medical staff, or the kind of staff- it would like to 
have, can be used in determining needed capacity 
as well as the nature of services to bo provided. 
There is considerable reason to believe that in a 
given hospital the average length of stay and the 
range of services patients use will depend, in part, 
on the training and qualifications of staff physi- 
cians. Therefore, such information as the ratio 
of specialists to nonspecialists, surgeons to other 
physicians, and board-qualified and certified men 
to total medical staff assumes considerable im- 
portance in planning. Some of these data also 
provide an index of quality of care. 
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Chapter IV 


Estimating Needs 

FACTORS AFFECTING NEED ESTIMATES 


An estimate of bed needs is important as a guide 
to planning ofRcials and to individual facilities, 
but need calculation should not be the central 
goal of the entire planning effort. The number of 
beds needed will depend, in part, on programs of a 
social nature which provide alternatives to insti- 
tutionalization. Since the effects of such pro- 
gi a ms must receive consideration, patient services 
of various lands should be planned first and bed 
needs established later. Once decisions have been 
reached on the types of services to be provided in 
the planning region, these can be taken into ac- 
count in the calculation of inpatient bed needs. 

The Need Equation 

The following method of calculating inpatient 
bed need is suggested : 


Projected annual patient 
days in the target year 

3e6X average annual “Number of beds needed 

occupancy goal 


The number of patient days divided by 365 
equals the average daily census, which is the aver- 
age number of patients on a given day. Dividing 
average census by the expected average occupancy 
for the target year takes into account the addi- 
tional beds needed to accommodate fluctuations 
in occupancy from day to day. 

In the case of general hospitals, it is recom- 
mended that needs for medical-surgical, obstetrical 
and pediatric beds be calculated separately and 
then added to obtain total bed need. 


Considerable judgment will be required in 
selecting the numbers to be entered in the need 
equation. Some of the considerations are dis- 
cussed below. 

Occupancy goals for health facilities within a 
planning region must be established before bed 
needs are calculated. 

One factor that will materially affect the cal- 
culation of bed needs is the average occupancy 
rate at which facilities may be expected to operate. 
Planning agencies should establish a goal for av- 
erage annual occupancy for each typo of facility 
and for medical-surgical, obstetrical, and pediatric 
departments in general liospitals. Those oc- 
cupancy goals, rather than existing occupancy 
rates, should be used in the determination of bed 
needs. 

Occupancy goals should be set at the liigliest rate 
considered desirable and consistent with economi- 
cal operation for the particular type of facility or 
unit in question. While statistical data may be 
helpful, occupancy goals will most likely be set on 
the basis of expert opinion. 

While the national average occupancy rate for 
non-Fccleral, general hospitals is about 75 percent, 
this rate should not necessarily be accepted as 
normal or desirable. Occupancy goals for medi- 
cal-surgical departments should perhaps be sot at 
85 to 90 percent or more because of the control 
w ic can be exercised over elective admissions and 
t e vaiiety of conditions that may be treated in 
these types of beds. 
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Lower average occupancy for obstetrical and 
pediatric units and for small psychiatric depart- 
ments will have to be accepted because of the 
relatively small size of the units, the uncontrolla- 
ble variations in demand which occur throughout 
the year, and the restrictions on the types of pa- 
tients who are permitted to occupy beds in these 
specialized departments. 

As a general rule, smaller hospitals show a 
lower average occupancy than larger facilities. 
Communities with many small hospitals should, 
therefore, be prepared to accept a lower overall 
community rate of occupancy for a considerable 
period of time. They should, however, establish 
future occupancy goals that provide for consolida- 
tion of smaller hospitals into larger, more fully 
utilized facilities. 

Calculating Patient Days 

Perhaps the most obvious factor affecting bed 
need is the number of patient days of service 
that will arise. Patient days may be calculated 
in a number of ways as indicated below. 

Patient-days = Admission rate X population X average 
stay, or 

== Annual admissions X average stay, or 
= Use rate X population 

Admission rate = Annual admissions/unit of population 
Average stay — Patient days/admission 
Admissions= Admission rate X population 
Use rato= Annual patient days/unit of population 

From the above, it can be seen tlmt admission 
rate, average stay, and population are the chief 
determinants of the number of patient days of 
service required. It is well known that popula- 
tion size is determined by births, deaths, and not 
migration, all of which are taken into account 
in any reliable population projection. But what 


factors influence length of stay and admissions? 
A long list could probably be compiled. The 
supply of physicians, the supply of beds, the 
extent of prepayment coverage, the economic and 
educational level of the population, and the 
current state of medical knowledge and medical 
practice are only a few of the factors that have 
been suggested. 

Planning agencies will find that they have to 
make certain assumptions about future trends in 
length of stay and admission rates and take these 
into account, along with population projections, 
in estimating the number of patient clays for the 
target year. In fact, some planning policies imiy 
actually promote changes in these factors. For 
example, preventive programs help to keep people 
from requiring hospitalization while home care 
programs and the presence of adequate long-term 
facilities help to reduce hospital use. 

Developing a Series of Need Projections 

Planning agencies should consider developing a 
series of need projections, each based on different 
assumptions about population, admissions, and 
length of stay in the target year. Such projections 
can be useful since the determination of future 
need is still an imprecise art which, in the last 
analysis, rests largely on experience and judgment. 
This does not mean that reasonable estimates of 
need cannot be calculated and that mathematical 
calculations should be discarded. Instead, it 
means that informed judgment should be exercised 
in making the assumptions reflected in the figures 
substituted in the need equation, and furtlier, that 
need expressed as a range of possibilities is probably 
more realistic and more useful than a single need 
figure. 


ILLUSTRATIVE NEED CALCULATION 


Calculating general hospital bed needs is a basic 
tool in matching areawide resources to needs. 

The following sections of this chapter contain an 
illustrative calculation of bed need for a hypo- 
thetical planning region with a target-year popu- 
lation of about 250,000. The example makes use 
of assumed figures which in actual practice would 
be obtained from health departments, hospitals, 
and related medical facilities. While an attempt 
has been made to use realistic figures in the illus- 


tration, one should not assume that the need 
figures derived in the example will apply to any 
actual planning region with a quarter-million 
population. 

The example illustrates one method of calcu- 
lating need. For didactic purposes it carries out 
the calculations in considerable detail. In working 
out bed needs for an actual planning region, more 
or less detail can be used depending on the 
availability and quality of statistics pertaining to 
the particular area, 
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Step I — Calculating Total Projected Patient 
Days 

The initial step in projecting the number of 
short-term, general hospital beds needed in the 
target year is a calculation of tlie expected total 
annual number of patient days. This is equal to 
the sum of projected patient days for each of the 
population's age and sex groupings. The uuinber 
of projected patient days for each age and sex 
group may be derived substituting the appro- 
priate data in the following equation. 


Projected popu- 

Current pa- 

Projected pa- 

lation in thou- 

tiont days 

tient days in 

sands for the 

X per thou- 

= the target 

target year 

sand popu- 

year 


lation 



The figures on population and use rate are given 
in the example. In actual practice, tliese statistics 
would have to be obtained from local sources. 


Calculating Total Projected Patient Days 


Projected Present Projected 

Age groiip population palie7U dags patient days 

in thousands per thousand in target 

Mates; for target year pojyulation year 

A, Under IS 41.0 X 315.1 = 13,203 

15. 15-24 10.2 X 745.8 = 12,082 

C. 25-44 32.7 X 698.7 = 22,847 

15-45-64 23.8 X 1,366.7 = 32,527 

E. 05-74. 5. 6 X 1,920.4 = 10,754 

F- 75+ 2. 5 X 1,945.1 = 4,803 


= 11,215 

= 19, 264 

= 41, 077 

= 25, 248 

= 9, 481 

— 6, 167 


G, Total projected patient days for males. 

Females: 


H. Under 15 . . . 

I. 16-24 

J. 26-44 

40.9 X 

- 18. 7 X 

36 5 X 

274, 2 
1, 029. 0 
1, 125. 4 
1, 022. 2 

K, 46-64 

9.4 7 V 

L. 65-74 

i\ 9 V 

M. 75-1-.- 

3. 2 X 

J., UUt, w 

1, 924, 1 


Totals 


06, 276 


N. Total projected patient days for females 


112 , 432 


O. Total projected patient days (line GH-line N) 


208, 708 


Step II — Calculating Projected Patient Days 
for Major Clinical Services 

The number of projected patient days for medi- 
cal and surgical, pediatric, and obstetrical patients 
can now be calculated. Projected obstetrical and 
pediatric days are calculated individually from 
known data and subtracted from total projected 
patient days (line ‘"0", Step I) to obtain the pro- 
jected number of patient days from medical and 
sui’gical cases. 


i. Calculating Projected Obstetrical Patient 
Days 


Projected 

Average length Projected num- 

obstetrical 

= of stay per X ber of deliveries 

patient days 

delivery 


A. Projected number of females 16-44, in 

thousands (Stop I, line I -h line J.) =55. 2 

B, Current deliveries per 1,000 fcjinnles 16-44 


(Obstnined from Health Departments or 
calculated from other nvailalVlo data.) =96. 6 

C. Projected annual number of deliver ios 

(Step ir, line A X line B.) ==6,277.0 


D. Current number of hospital days per deliv- 

ery (Data obtained either from Health 
Departments, or directly from hospitals. 

Use figures pertaining to local facilities 

only.) = 4 . 6 

E, Projected obstetrical patient days (Step II, 

line C X line D.) «23, 747. 0 
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2. Calculating Projected Pediatric Patient Days 


Projected Projected pa~ Projected pa- 

pediatric pa- _ tient days for lient days for 

tieiit days males under 15 females under 15 

(Step I, line A) (Step T, line H) 

F, Projected pediatric patient days =13, 2034- 

11,215 =24,418 


3, Calculating Projected M€€lical and Surgical 
Patient Days 



O. Projected medical and surgical patient 

days= 208,708 -48, 166 =160,643 


Step III — Calculating Projected Average Daily 
Census 


Tlie following equation can be used to calculate 
projected average daily census; 



DETERMINING THE NEED 

The need for long-term beds should be cal- 
culateil on the basis of the sise of the population 
that ivlll be 65 years of age or older in the target 
year and on an occupancy goal of 95 percent or 
higher. 

The same basic equation used for calculating 
short-term, acute bed need may be employed to 
determine the number of long-term beds required. 
The occupancy goal chosen for long-term beds, 
however, should be 95 percent or higher, and the 
number of patient days projected for the target 
year should be determined on the basis of the 
population 65 years of ago and older. 

Because of the prolonged length of stay associ- 
ated with chronic illness, long-term facilities, 


Projected medical and 
surgical average daily 

Projected 
patient days 
(see step IT) 

Dags 
in gear 

Average 

daily 

census 

census 

Projected pediatric aver- 

1 00. 5.18 

“f- 805 

= 439.8 

age daily eensus 

Projected obstetrical 

24, 418 

865 

= 66. 0 

average daily census* 

23, 747 

365 

= 65. 1 


Step IV — Calculating Projected Bed Need 

Assume that the planning agency has recom- 
mended the following occupancy goal: 

Percent 

occupancy 


Medical and surgical beds 85 

Pediatric beds 75 

Obstetrical beds 75 


The equation below will then yield the number 
of beds needed. 



Projected 

average 

daUy Number 

census Occtipaiicy o/beds 
(see step III) goal needed 

A. Medical and surgical 430. 8 -h , 85 = 517 

B. Pediatric 60. 9 -5- , 75 = 89 

C. Obstetrical 65. 1 h- . 76 = 87 

D. Total short-term, general beds needed in the 

planning region = 093 


FOR LONG-TERM FACILITIES 

unlike general hospitals, are not characterized by 
wide day-to-day fluctuations in occupancy. As 
a result, average occupancy in nursing homes and 
other long-term facilities is tisually rather high. 
In addition, the need for long-term facilities is 
particularly related to the older segments of the 
population, since the vast preponderance of chronic 
illness occurs in the older age groups. 

Wide variations occur from State to State and 
within States with respect to the proportion of the 
total population represented by the aged. There- 
fore, figures used in calculating the projected 
number of long-term patient days should be based 
solely on population data relating to the aged 
population in the particular planning region. 
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Step V— Calculating Basic Long-Term Bed 
Needs 

The ratio of persons receiving care in existing 
long-term facilities to the population 05 years of 
age and older should be determined as an initial 
step in calculating long-term bed needs. The 
magnitude of the present institutional population 
can usually be found in health department and/or 
elf are department statistics. 

To continue the example^ assume that appropri- 
ate data have shown that the present patient 
population of long-term care facilities represents 
5 percent of the 65-and-over age group. Wliile 
the calculation shown below is based on the con- 
tinuation of present patterns of service, planning 


officials should recognize that possible changes in 
the financing of care may bring about substantial 
changes in the demand for long-tcriri beds. 


L Determining the Long-Term Average Daily 
Census 




Projected 
population 
f)5 and over 
(see step /) 

Long-term 
patients’^ 
population 
06 and over 

Average 

daily 

cimtis 

A. 

Long-term average daily 




census 

= 17,600 

X 0. 05 

- 880 

2. 

Determining 

the Number 

of Long-Term 



Beds Needed 





Long-term 
amage 
daily census 

Desirable 

occupancy 

rate 

l4QnQ-ierm 

beds 

needed 

B. 

Long-term beds needed. 880 

H- 0. 95 

= 920 


REDUCING SHORT-TERM FACILITY NEED 


Planning agencies should promote treatment 
programs and patterns of care which will 
minimize the need for additional short-tenn> 
facilities, 

A growing body of opinion nmintams that some 
long-stay patients now customarily receiving care 
in general hospitals can be cared for adequately 
and at less cost per diem in long-term facilities. 
Planning agencies should, therefore, investigate 
possibilities for reducing short-term bed need by 
providing more numing homes, chronic disease 
hospitals, and convalescent units. They ma^^ also 
wish to promote the development of home care, 
homemaker services, and other programs which 
may help to prevent or minimize the need for 
mstitutionalization. 

Guidelines for coordinated planning of long- 
term care facilities have been provided in the 
report of a Joint Committee of the American 
Hospital Association and the Public Health Serv- 
ice, ‘AreaTOde Planning of Pacilities for Long- 
Term Treatment and Care" (14)> 

One method of adjusting need calculations to 
reflect better balance between long^ and short- 
term facilities is illustrated in the succeeding 
sections of tins chapter. 

A medical evaluation of long-stay pa tients in 
general hospitals is needed to determine the 
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extent to which additional long-term facilities 
can help to reduce short-term becl need. 

Before basic long- and short-term bod needs 
can be further refined, a medical evaluation of a 
sample of long-stay patients in general hospitals 
should be conducted. Such an evaluation of in- 
patient population should be designed to deter- 
mine the annual number of patient days by whicli 
the current load in general hospitals could bo 
reduced if more long-term care facilities were to 
be made available. A parallel study should also 
be made to determine how many nursing lioine 
patients actually require care of the level usually 
provided only in a general hospital. 

Planning agencies should work closely with med- 
ical societies, leadern of the modical profession 
and hospitals^ utilization committees to develop 
detailed procedures for conducting such medical 
evaluations. As a general rule, these investiga- 
tions should seek answers to the following questions 
with respect to long-stay general hospital patients: 

1, How many long-stay patients require 
only convalescent or palliative care, and for 
how long? 

2, How many long-stay patients appear to 
require permanent institutionalization? 

3, On the average, what portion of the 
general hospital stay of patients who might be 
treated in alternative facilities is attributable 
to actual need for acute treatment? 


ADJUSTING FOR LONG-TERM NEEDS 


// a medical evaluation of long-stay general 
hos^jital patients shows that a reduction in 
average length of stay is possible^ the basic 
long- and short-term bed needs calculatedfor 
the target year should be revised to promote a 
better balance between these types of facilities. 

Whenever a medical evaluation of inpatient 
population shows that a significant proportion of 
the patient days in general hospitals is caused by 
long-stay patients requiring extended care of a 
less intensive nature, basic need calculations 
should be revised to provide for more long-term 
and fewer short-term beds, 

Step VT— Recalculating the Number of Short- 
Term Beds Needed 

Assume for the sake of illustration that such 
an evaluation of long-stay patients has been 
conducted and shows that 10 percent of the 
medical-surgical and pediatric patient days in the 
hypothetical planning region^s general hospitals 
represents service to patients who could be eared 
for equally well in long-term facilities. Assume 
further that long-stay maternity cases are negli- 
gible. Given these facts, the possible reduction 
in general hospital bed needs can be calculated 
as follows: 

L Recalculating Projected Short-'Perm, Acute 
Patient Days 

Projected Percentage Revised pro* 

patient attTlbul- jecUd short- 

dags able to UnnpaUent 

(from step ]J) acute care dags 

A, Medical and sur- 


gical = ICO, 643 X a 90 -- 144, 489 

B. Pediatric = 24, 418 X . 90 = 21, 976 


3» Recalculating Projected jS/iort- Term, Acute 
Bed Need 


Pevieed Peuiseti 

projected short- 

average Desirable term 

daily occupancy bed 

census rate need 

E. Medical and surgical.., 396 -h 0. 85 — 460 

F. Pediatric 60-^ ,75= 80 

G. Obstetrical. (Sec step 

IV,) 87 

H. Revised number of 

short-term, acute 

beds needed 633 


The need previously calculated for general 
hospitals was 693 beds. The revised need figure, 
633 beds, indicates that 60 fewer beds will be 
needed if other types of facilities can absorb 10 
percent of the patient days. The additional 
number of long-term beds needed to accommodate 
patients formerly treated in general hospitals can 
now be computed. 

Step VII — Calculating Additional Long-Term 
Bed Need 

Since the number of beds needed for short-term 
care has now been reduced, some of the patient 
days formerly programed for general liospitals 
will have to be accommodated in nursing homes 
or other long-term facilities. From Step VI, it 
is apparent that additional long-term beds will 
be needed for 18,496 patient days (0. 10 X [24, 418 
pediatric days+ 160,543 medical and surgical 
days]). The number of additional long-tomi 
beds needed is calculated below. 


2, Recalculating Projected Short-Term ^ Acute 
Average Daily Census 


J, Calculating the Additional Long-Term Aver- 
age Daily Census 


C, Medical and surgicaU.. 

D. Pediatric 


lieoised 

Devised pro- projected 

Jeclcd short- Dags average 

term fatient in daily 

days year census 

144, 489 365 = 396 

21, 976 365 = 60 


A. Additional long-term 
average daily census. 


Addiiionai 


Additional 

long-term 

long-term 

Days 

average 

patient 

in 

daily 

dags 

years 

census 

18, 490 ^ 

365 = 

51 
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2, Calculating the Additional Number of Long-- 
Term Beds Neetlefl 


AddUionat 

tong-term Addithml 

average Desirable long-term 

daily occujjancy beds 

cei\sU3 rate needed 

B, Additional long-term 

beds needed == 51 0. 95 = 54 

C, Basic long-term bed 

need . (Step V, 

Line B.) 926 

D, Revised number of 

long-term beds that 

are needed 980 


Significant savings in construction costs are 
possible as a result of reducing the need for 
general hospitals by encouraging construction 
of adequate long-term facilities. 

At first glance the net loss of six beds (i.e,, 60 
fewer short-term and 54 additional long-term) 
may not seem to yield snfEcient savings to make 
the foregoing adjustnient worth wjiile. This, how- 
ever, is not necessaril}^ the case, The dollar 
saving in construction costs brouglit about by 
building 60 fewer general beds is calculated below, 
assuming that a modern facility of this type con- 


OTHER TYPES 

Planning agencies should give adequate atten^ 
tion to determining needs for mental and other 
types of facilities. 

The need for mental, tuberculosis, rehabilita- 
tion, and other specialized facilities cannot be 
determined with as great a degree of accuracy as 
can the need for general hospitals. Need for 
facilities devoted to single disease problems can 
change radically as the result of unforeseen circum- 
stances, such as development of effective pre- 
ventive measures, new methods of treatment, and 
changing patterns of care and financing. 

Planning agencies may wish to employ pro- 
jected patient days and desirable occupancy rates 
in determining the need for these types of facilities. 
On the other liand, the agency may choose only 
to promulgate minimum standards regarding 
facility size, location, comprehensiveness of treat- 
ment program, and other factors against which it 
can evaluate the merits of specific project proposals. 


tains approximately 700 square foot per bed and 
costs approximately $29 per square foot. 

60 beds X 700 ft2/bed= 42,000 ft^ of genera! iiospital 
space eliminated. 

$29 per ft^X 42,000 ft2==: $1,21 8,000 saving on general 
hospital beds. 

The additional expense entailed in the construc- 
tion of 54 additional nursing homo beds may be 
similarly calculated, assuming in this case 500 
square feet per bed and a cost of $22 per aqiiare 
foot, 

64 beds X 600 ftVbcd = 27,000 ft^ of additional space 
needed in long-term facilities. 

$22 per f 1^X27, 000 ft^— $694,000 cost of additional 
long-term care beds. 


Saving on general beds ~ $1,218, 000 

Cost of additional long-term beds = —594, 000 

Net saving to the community = 024, 000 


In the hypothetical planuing region used in this 
illustration (population 256,000) the saving in 
construction costs amounts to $2.44 for every man, 
woman, and child, Assuming a 25-year deprecia- 
tion period, the community saves approximately 
$26,000 annually in depreciation charges. 


OF FACILITIES 

Psychiatric Facilities 

The range of psychiatric services available at the 
community level needs to be increased in many 
parts of the country, This is especially true of 
services geared to the early diagnosis and intensive 
treatment of mental illness. While most inpatient 
psychiatric care is provided through State-oper- 
ated mental hospital systems, local planning 
agencies can do much to promote more adequate 
psychiatric services. They can encourage the 
establishment of outpatient clinics, psychiatric 
nursing homes, short-term mental units in general 
hospitals, and facilities for aftercare such as half- 
way houses and foster homes. 

Local planning agencies should work closely with 
State mental health and mental hospital officials to 
develop indices of need, This will entail gathering 
extensive information from public and private 
psychiatric facilities including, perhaps, those for 
the mentally retarded. 
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Patient data should include diagnosis^ prognosis, 
and degree of security necessary. A special efl'ort 
should be made to deterniine how many patients, 
especially older seniles, could be treated more 
appropriately in smaller decentralized units than 
in traditional, large, State mental institutions. 
An attempt should also be made to assemble 
data on tlic number of persons, normally residing 
in the planning region, who are currently receiving 
care in State and other mental hospitals. 

In addition, an inventory of all local psychiatric 
facilities and services should be made. Informa- 
tion should be secured on mental patients receiving 
care in general liospitals and other local facilities. 
Particular effort should be made to establish tlio 
number of patients being treated in hospitals and 
clinics on an outpatient basis who would benefit 
from more intensive inpatient care. 

Such special studies will assist local planning 
agencies to determine tho need for and feasibility 
of additional community facilities for the diagnosis 
and treatment of mental illness, and the advisa- 
bility of developing long-term psychiatric facilities 
to serve the planning region. 

In developing programs for mental facilities, 
planning agencies should be guided by principles 
enunciated in the reports, ^nanning of Facilities 
for Mental Health Services'' { 16 ) and ''Action for 


Mental Health" { 16 ), In neither report was there 
a recommendation for construction of mental 
hospitals exceeding 1,000 beds. They also recom- 
mend wider geographic dispersion of mental liealth 
services especially those for early diagnosis and 
treatment. State governments and local planning 
agencies should work together to implement the 
recommendations contained in these two authori- 
tative reports. 

Tuberculosis and Rehabilitation Facilities 

In planning for the development of comprelien- 
sive health services and facilities within tho area, 
the planning agency will encounter special prob- 
lems with regard to tuberculosis hospitals and 
rehabilitation facilities. These have been studied 
by two ad hoc committees whoso reports will pro- 
vide planning agencies with guidelines for the inte- 
gration of these specialized services and facilities 
into tho total complex of Iiealth facility planning. 
The rehabilitation report is available as '^Area- 
wide Planning of Facilities for Rcliabilitation 
Services," PHS Publication No. 930-B-2 { 17 ), 
Tho report of the cojnmitteo studying tuberculosis 
hospitals, "Areawide Planning of Facilities for 
Tuberculosis iServices," { 18 ) is expected to be 
published in tho fall of 1963. 
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Chapter V 


Later Planning Activities 

SERVICE AREA DELINEATION 


CoTisifleratioJi should be given to the need f or 
creating a number of service areas within the 
planning region. 

Many planning agencies, especially those cover- 
ing a large geographic area, will find that their 
work will be facilitated dividing the planning 
region into sub-areas or ^'service are as/ ^ Such 
areas should be considered as groups of people 
and territory for which coordinated facilities and 
services should be planned. 

A number of planning groups liave found that 
dividing a large region into smaller areas for 
planning purposes assists them in several ways. 
It lielps them to think in terms of smaller units of 
population, smaller aggregations of facilities, and 
shoiter distances and to insure that all segnioiits 
of tile region receive adequate attonlion, Service 
areas also help to call the attention of individual 
facilities to the importance of coordijiating tlieir 
programs with other iustilutions witliin (ho urea. 

Ollicial Definition 

A service area is defined as follows in the U.S. 
Public Health Service Hog iilati oils: 

"The geographic territory from wliicli patients 
come or are expected to eomo to existing or pro- 
posed hospital or medical facililios, the delineation 
of v^hich is based on such factors as population 
distribution, natural gcognipliic boundaries, and 
transportation and trade j)attGrns, and all parts 
of which are reasonably accessible to existing or 
proposed hospital or modii’al facilities.^' (J.9) 
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Defining Service Area Boundaries 

Patient origin data are particularly useful in 
defining service area boundaries. As a first step, 
this typo of data should be shown on a map for 
each hospital Patient origin for n particular 
facility may be represented either by dots on the 
map or by numbers entered in the appro])riato 
census tracts, postal zones, or study areas, as the 
case may bo. 

The planning agency should send each liospital 
a copy of its patient origin map. The agency 
should then bring together those hospitals whicli 
appear to serve substantially the same territory. 
It should explain to them how Jnulti-hospital 
service areas relate to the coordination of pro- 
graming and work with them iu defining area 
boundaries. Once a local planning group lias 
agreed on service area boundaries, it should work 
with State Hill-Burton officials to secure adoption 
of these areas for use in the State Plan. 

Criteria for Delineating Service Areas 

Each service area should inoet the following 
requirements: 

1. It should conform to tlie definition of an 
area established for purposes of the Hill-Burton 
program, 

2. It should contain a present or projected 
population sufficient to support a liospital of at 
least the minimum size adopted by the agency 
for ite region. (While opinion varies, the 



minimum size for a general hospital in metro- 
politan areas should probably be 150 to 200 
beds.) 

3. It should include territory for which 
population estimates and projections are regu- 


larly available or for which such data can 
readily be prepared. 

4. It should be delineated in such a manner 
that each major existing hospital will servo the 
area in which it is located. 


ARCHITECTURAL EVALUATION 


Architectural evaluation of existing facilities 
is an important step in the planning process. 
This should be. undertaken objectively by the plan- 
ning agency to provide a brief initial inventory 
of the physical plants. Later, individual hospitals 
will submit a complete feasibility survey and more 
detailed architectural and engineering data to 
support their final proposals before initiating 
construction. 

The initial evaluation will assist the planning 
agency to assess the acceptability of existing 
facilities from the standpoint of their present 
and prospective future programs and to determine 
their potentialities for modernization and 
expansion, 

Obsolescence is one of the most critical prob- 
lems facing the nation^s hospitals today. Archi- 
tectural evaluation of these facilities is, therefore, 
important as a measure of the nature and extent 
of pjiysical deficiencies, Among other things, 
such an evaluation helps to determine: fl) the 
suitability of existing plants on the basis of physi- 
cal and functional factors; (2) wliether a particu- 
lar hospitaPs expressed future plans are realistic 
in relation to the existing plant; (3) the need for 
individual hospitals to revise their future construc- 
tion and modernization programs if tlicso appear 
to be unrealistic either because of excessive cost 
or technical problems; and (4) which existing 
hospitals should be replaced, 

ArchitectMral evalua tion should not be under ^ 
taken too soon after the agency has been 
formed. 

In no case should a planning group attempt 
to conduct an architectural study during its first 
year of operation. As a general rule, it is not 
desirable to initiate a program of physical plant 
evaluation until the agency has: 


1. Collected all pertinent existing data and 
developed an uii-to-date inventory of all types 
of facilities. 

2. Developed estimates of need for beds 
and services irrespective of the condition of 
existing facilities. 

3, Invited hospitals to submit proposals 
for their own future development, 

4, Reviewed these proposals in relation to 
community needs and the aggregate construc- 
tion and modornizatioii plans of all facilities. 

Architectural evaluations should be Jtsed to 
note deficiencies^ but shouhl not protluce a 
theoretical modernization program for par- 
ticular facilities. 

Some planning groups have conducted archi- 
tectural evaluations with architectural and engi- 
neering personnel employed directly by the agency. 
In other cases, agencies have employed an archi- 
tectural firm on a contract basis. 

The importance of the professional qualifications 
of evaluation team moinbors cannot bo ovor- 
omplmaizod. Many of the team's decisions and 
conclusions will bo influenced by professional 
judgment. The evaluation team should bo made 
up of architects and engineers with a broad back- 
gi’ound in hospital planning and design. Other 
persona with special compotoncies should bo in- 
cluded in the evaluation toaiu as needed. The 
hospital administrator, maintenance engineer, and 
other staff members who can contribute pertinent 
information should bo asked to accompany the 
team and assist it during the evaluation. 

The team should not attempt to draw up a 
theoretical modernization program for a facility, 
but rather should make a factual report on the 
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architectural and functional deficiencies in rela- 
tion to its present bed and service program. 
Fire, health, and general safety hazards should 
be noted as well as deficiencies in functional 
arrangeineiit, size of areas, and other physical 
cliaracteristics nft'ecting its future operation. The 
details of a modernization program for a particular 


facility should be developed by tlie facility and 
its own architect and siibinittcd to the planning 
agency for approval prior to cojnmencing work. 
Procedures for conducting arcliitoctural evalua- 
tions are presently being field-tested and will bo 
described in a future Public Healtli Servico 
publication. 


EDUCATIONAL ACTIVITIES 


Local plajuiing agencies should act/uamt health 
facilities with the wide rajige of financial re- 
sources available for health facility construc- 
tion. 

Local planning agencies should, wherever neces- 
sary, seek to encourage use of all tlie financial 
resources available for health facility construction, 
While a major share of the cost of health facility 
construction will probably be borne by the local 
community in most instances, local planning 
officials should apprise facilities and the public of 
the availability of assistance from various govern- 
ment programs, 

Federal funds are available for construction of 
particular types of facilities through tlio Hill- 
Burton progi'am and the Health Research Facili- 
ties Program administered by the Public Health 
Service, Limited aid is available under the Public 
Facility Loans Program, and the Advances for 
Public Works Planning Program and the College 
Housing Loan Progi*am, administered by the 
Housing and Home Finance Agency, In addition, 
there are several Federal programs providing loans 
for proprietary facilities. 

Many States have statutes which in one way or 
another help to provide financial aid for the con- 
struction, expansion and/or inocleniization of 
hospitals and related facilities. Included among 
these statutes are laws authorizing (1) the estab- 
lishment of hospital districts; (2) laws providing 
for State grants; (3) laws authorizing leases of 
facilities constructed mth public funds for opera- 
tion by nonprofit gi’oups; and (4) laws authorizing 


counties and municipalities to construct public 
liospitals or in various ways to aid nonprofit 
facilities serving their residents. 

Planning groups should acquaint facilities and 
the public with planning goals and community 
needs. 

Education and persuasion are also important 
activities through which local planning groups can 
influence construction, Tlioir broad and detailed 
knowledge of regional needs, existing facilities and 
resources, programs and patterns of usjigo should 
be particularly effective in helping pro] ect sponsors 
to develop desirable construction j)rogram 3 . 

In addition, educational activities should bo 
carried on by the planning agency as a moans of 
encouraging needed construction. Among other 
things, a planning agency’s educational program 
should: 

1, Seek to stimulate philanthropic giving 
through the publication of planning goals 
emphasizing tlie long-run savings in construc- 
tion cost which may result if they are acliieved, 

2. Encourage the owners of existing short- 
term facilities not eligible for inodornization or 
replacement to consider sponsoring iniioli-nGeded 
alternative types of health facilities. 

3, Appeal to recognized cliari table organi- 
zations to consider building and operating 
facilities other than general hospitals. 

4. Encourage general hospitals to under- 
take broadened care and treatment programs. 
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IMPLEMENTATION 


implementation of n plan or prografn is a eon-* 
tinning process^ beginning with the formation 
of the planning agency aiul accompanying all 
stages of opera tion» 

One of the most difficult tasks wliich planning 
agencies will face is that of iinpleinenting 
recoininendations for the future devolopniont of 
health facilities in tlie planiiirig region. Success- 
ful action to carry out planning reconiincndations 
will depend upon the extent to wliicli the planning 
agency has gained and kept public support and 
confidence and the cooperation of health facilities, 
State authorities, and others concerned witli healtli 
programs. 

Tlie building of confidence in the planning 
agency and support for its program is inherent in 
many of the activities described in this document. 


Consequently, implementation of planuitig de- 
cisions has not been discussed as a separate sub- 
ject. Im piemen tatio II begins with the first effort 
to secure the understanding and support of healtli 
facilities, physicians, health and welfare groups, 
and other organizations. Atlator stages, speeches, 
foLTiins, and press coverage help to apprise the 
public of the planning effort and to develoji 
community interest. Throughout tlie life of tlio 
planning agency, continuing education of the 
])ublic and the licalth field helps to gain agreement 
on planning goals and to develop public awareness 
and support. Above all, however, success of a 
planning elTort will depend largely on the ability 
of the planning txgency to work with facilities and 
to assist them in developing workable programs 
wliicli effectively meet botli the needs of tlie 
individual facility and the needs of the community. 
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Appendix I 


Suggested Survey Questionnaires 


One of the initial problems facing a local plan- 
ning agency is tlie development of data collection 
questionnaires for use in an initial areawide 
survey. Tliis appendix contains four illustrative 
survey schedules; (1) Hospital Information; (2) 
Inpatient Information; (3) Outpatient Informa- 
tion; and (4) Long-Term Care Facility Informa- 
tion. These forms have been developed as 
examples only. While they have been field- 
tested, they should not be adopted for actual use 
without first being subjected to the local review 
and clearance procedures recommended in Chapter 
III of this manual. 

The illustrative questionnaires incorporate a 
number of design features which should be noted 
by those planning to conduct an areawide survey. 
TJiese special features and other matters relating 
to the design and use of the suggested forms are 
discussed below. Tlie questionnaires appear on 
pages 38-53. 

Special Feature.^ of the Quest ioniiaires 

Simplicity . — A mnnl)er of simplifying devices 
have been incorporated in the survey schedules to 
mnlce the submission of data easier for reporting 
facilities. First, all instructions appear directly 
on tliG questionnaires eliminating separate (and 
.sometimes confusing) instruction sheets. In addi- 
l-ion, the survey deadline, the return address, and 
the survey stafl'^s telephone number appear at 
the beginning of each questionnaire. Blank 
line's in the masthead of tlie illustrative forms show 
whore this information would be printed in actual 
practice. 

It should also bo noted that the schedules are 
designed for easy completion. Most questions 
require making only a single entry on a blank line 


or checking au appropriate box. The ‘^yes^^ and 
”do” format of the check-box type questions re- 
quires that one box be checked for each item. In 
this way, if a question is accidentally overlooked 
and loft blank, it can be tabulated as ^hmt re- 
portceV* rather than The instruction to 

Coin pie to all items” in blank-line typo questions 
also helps to distinguish between omissions and 
negative rcaponscs. 

Another simplifying device is the facility num- 
ber. This is an individual identification number 
assigned to cacli facility by the planning agency. 
The survey stal! should print or stamp a facility's 
identification number in the space provided before 
forms arc mailed or delivered for completion. In 
this way, eacli i)arlicipating facility is relieved of 
the task of entering its name on every survey 
document. By adding extra digits to the identi- 
fication munbor, this device can also be used to 
indicate a facility's location, type of ownership, 
and accuedilation status, and to code other data 
derived from published sources. 

The, Jovm number . — Tiie form number space is 
provided on the inpatient and outpatient ques- 
tionnaires for the ])iirpose of entering an indi-\ddual 
iclGiitification numlior on each hospitaVs completed 
survey forms. If a given hospital were to return, 
say, ^100 inpatient forms, these would be numbered 
consecutively from 1 to 400. Outpatient forms 
returned by tlio same facility would be numbered 
in the same way, also beginning with L Form 
nuiiiboi's should be entered by the survey staff as 
soon us completed questionnaires are received. 

This procedure furnishes a count of the survey 
documents coniplotod and the number of patients 
covered. Thd form number also provides a con- 
venient method of linking a particular question- 
naire with its corrospoiuling punch card. The 
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inclusion of the form number on both the punch 
card and its source document facilitates the re- 
place men t of lost or mutilated cards. It is also 
useful in insuring that a card is punched for each 
completed questionnaire. 

The detachable strijj . — Another important fea- 
ture of the inpatient and outpatient question- 
naires is tlie detachable strip at the very top of 
the page. It contains a space for entering the 
patient^s name and chart number. In actual 
practice, tlie page would be perforated where the 
dotted line appears on the printed illustrative form. 

Since different parts of the questionnaires may 
liave to be completed by diflferent offices within 
the hospital, it is important for hospital personnel 
to be able to identify each form witli a particular 
patient. When all inform ati on has been entered, 
patient identification is no longer needed and the 
perforated strip can be detached before returning 
the completed questionnaire to the survey staff 
for tabulation. This procedure prevents dis- 
closure of patient identitj^. 

Collecting Information on Physicians 

Question J on the inpatient questionnaire is 
provided for the purpose of identifying the pa- 
tient^s physician. This can be done in a number 
of ways. Either the physician^s name or his Blue 
Cross physician^s code number can be entered in 
the space provided. The latter procedure is rec- 
ommended since use of tlie code number will 
eliminate problems resulting from illegible hand- 
writing and the confusion that may occur if two 
or more physicians should happen to Iiave the 
same name. 

A space is provided at the top of the inpatient 
information questionnaire for entering additional 
coded information about the ph37sician. This 
data would be inserted b}^ the survey staff and 
may include information on the physician^s age, 
sex, specialty, number of hospital connections, 
place of residence and location of principal office. 
This type of data is usually readily available 
from published sources. 

Methods of Collecting Bata on Patient Origin 
and Physician Location 

Telephone prefix areas, postal zones, census 
tracts, special study areas, and political boundaries 
liave all been used b^^ hospital surveys in the past 
tts devices for recording patient residence. 

36 


Each of these methods has advantages and 
disadvantages which may make one or another 
preferable depending on the extent of the region 
to be surveyed, the total number of patients likel^^ 
to be covered, the amount of time available, the 
size of the survey staff, and the amount of money 
available to the planning agency. 

Census tracts , — In general, collecting patient 
origin data in a manner that can be tabulated by 
census tract will prove to be the most satisfactory 
way of gathering patient origin information. 
The illustrative questionnaires have been sot up 
to accommodate this method. The employment 
of census tracts makes possible the tabulation of 
residence information according to small geo- 
graphic units for which current population esti- 
mates and projections are available or can readily 
be developed. 

The use of census tracts requires the reporting 
of a street address for each patient. This does 
not, however, jeopardize patient anonymity since 
an exact house number is not needed. The 
number of the block in which the patient^s resi- 
dence is located is sufficient to assign an address 
to a tract. 

The appropriate census tract should be doter- 
inined from reported data by the survey staff. 
They will have to use a census tract direct oiy in 
assigning each address to its proper tract. Tlie 
mnnber of the census tract should then be entered 
in the space provided. This apace is located in 
the riglit-hand portion of the masthead in both the 
inpatient and outpatient questionnaires. 

At this point, peibaps, a review of other methods 
of gathering patient origin inforjnation is in order 
since each of these may bo useful in some situations. 

Telephone prefix areas , — Telephone exchange 
areas have several advantages. Tliey covor tlic 
entire inhabited territory of any region. All 
phj^sician^s offices and most patients^ homos have 
telephones. Hospitals invariably have records of 
physicians’ and patients’ telepliono numbers. 
Anonyjiiity of patients can be preserved since ad- 
dresses need not be reported and the tolephone 
exchange can be recorded quickly and easily. 

Among the disadvantages associated witli tins 
method of obtaining residence data is the fact that 
some patients, especially indigonts, do not have 
telephones. This can be overcome by requesting 
the phone number of a nearby neighbor or the 
patient’s full address. Other difficulties may bo 
encountered because of *fforeign exchanges” whicli 
are prefix areas which overlap, but these, too, can 



be overcame if necessary. A tliird drawback 
results from the fact tliat population figures for 
telephone exchange areas usually do not exist. 

Postal zones , — Postal zones offer a quick and 
convenient device for gatliering and tabulating 
data on residence. They, too, have the advan- 
tage of being easy to record and of preserving the 
anonymity of patients. In addition, there are 
no economic barriers to having a postal zone (as 
there are in liaving telephone service). Further- 
more, maps of the street boundaries of postal 
zones can usually be found in the teleplione 
directory. 

The chief barrier to using postal zones is the 
fact that many suburban, iiiterurhan, and rural 
areas surrounding central cities arc not zoned. 
This difficulty can be remedied by assigning an 
identifying code number to each outlying com- 
munity. 

As in the case of telephone prefix areas, popu- 
lation data by postal zone probably will not bo 
available. Figures on tlie number of dwelling 
units in each zone, however, juay be obtainable 
from the post ofRce and, if so, a very rougli esti- 
mate of the population of each zone can be amide 
if recent local data on the average number of 
persons per dwelling unit are available, Popu- 


lation estimates made in this manner, however, 
should not be regarded as reliable. 

Sxyecial study areas , — Some planning agencies 
may wish to devise special study areas. In gen- 
eral, tlie use of special study areas in gathering 
patient origin data will liave the same advantages 
and disadvantages as tlie employment of census 
tracts. In the case of special study areas, how- 
ever, it will bo more difficult to determine the 
current or projected population unless the study 
areas themselves are composed of combinations 
of census tracts or other geographic areas for 
which population data are readily available. 

Political boundaries , — Planning regions contain- 
ing large central cities will probably find that 
political boundaries are unsatisfactory for use in 
collecting patient origin data. In such cases, 
data treating the central city as a single unit will 
yield insufficient detail. 

Political boundaries, however, may be satis- 
factory ill rural areas and in regions containing 
small central cities. Their use as a data-collcction 
device has the advantages of being readily avail- 
able from hospital records, not requiring the 
recording of street addresses, and being readily 
correlated with population data, 


THE HOSPITAL INVENTORY FORM 


The hospital inventory questionnaire is designed 
to provide basic data regarding the characteristics 
and capabilities of existing hospitals within the 
planning region. Specifically, the inforjnation 
requested includes tlie services available at each 
facility, educational programs, coordinated re- 
lationships with other facilities and organizations, 
recent operating statistics, recent construction, 
plans for future construction, anticipated sources 
of financing and modernization needs. 


This questionnaire should be completed by all 
short-term, acute general and special hospitals. 
Data submitted on this form, however, slmuld 
not include information for long-term units in 
such facilities. 

Several copies of the questionnaire should be 
sent to each facility to allow for spoilage and to 
permit liospitals to retain copies for their own 
files. 
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Hospital Information 


IMease return one copv of this form to 

1' ((It a lit u mu her 

Bv 1!).. 


For fnrthiT in formation call the following telephone 


tiuinlH'r: 



111 qucj^l ions A Ihrougli tT^ indicate whether the typos 
of services listed arc available at this hospital for its 
patients. 

Cliock or ''No'' for each item. 

A. Jidhoralonj Services 


Yes 

Ko 


□ 1. 

□ 2. 

Animal laboratory 

Q 

□ 

Autopsy 

O 

D 

Bacteriology 

□ 

□ 

Bioclicmistry 

D 

D 

Blood bank 

□ 

Q 

Bone bank 

□ 

□ 

Eye bank 

□ 

□ 

Hematology 

□ 

O 

Histology 

□ 

Q 

Parasitology 

□ 

□ 

Serology 

□ 

□ 

Otlier (specify below.) 


B. Radiological Services 


Yes 

A^o 


□ 1. 

□ 2. 

Diagnostic X-ray 

□ 

□ 

Fluoroscopy 

□ 

□ 

Therajjy 

Radioisotope 


□ 

□ 

Diagnostic tracer 

□ 

□ 

External bomb 

a 

□ 

Ibidiuin 

□ 

□ 

Therapy (general) 

□ 

□ 

Therapy (interstitial) 

a 

□ 

Therapy (intracavatory) 

□ 

□ 

Other (specify below.) 


C. ObsU'irical Services 


Yes 

No 


D 1. 

a 2, 

Delivery 

Q 

□ 

Newborn nursery 

□ 

Q 

Premature infant care unit 

□ 

□ 

Other (specify below.) 


D. Surgical Services 


Yes 

A"o 


O L 

□ 2 

. Artificial kidney 

a 

□ 

Cardiac monitoring 

o 

□ 

Cranial surgery 

o 

□ 

Cystoscopy 

o 

□ 

Eye surgery 

a 

□ 

General surgery 

□ 

□ 

Neurological surgery 

□ 

□ 

Open heart surgery 

□ 

□ 

Orthopedic surgery 

o 

□ 

Plastic surgery 

□ 

□ 

Postoperative recovery room 

□ 

□ 

Other (specify below.) 

E. Social Services 


Yes 

No 


□ 1, 

D 2. 

J^atiiait and family counseling 

□ 

□ 

Patient discharge planning and place- 



mont 

O 

□ 

Social history and evaluation 

a 

□ 

Other (si)ecify below.) 

F, Outpatient Services or Clinics 

Yes 

No 


□ 1. 

□ 2. 

Chest 

□ 

□ 

Dental 

D 

□ 

Dermatological 

□ 

D 

Dialietic 

□ 

□ 

Eye, ear, nose and throat 

□ 

□ 

Epileptic 

□ 

□ 

Evaluation and followup 

□ 

a 

Gynecological 

□ 

□ 

Heart 

a 

□ 

Medical diagnostic 

□ 

a 

Mental 

□ 

□ 

Orthopedic 

a 

□ 

Physical medicinG and rehabilitation 

□ 

□ 

Podiatry 

□ 

a 

Ib*enatal 

□ 

□ 

Rheumntological 

a 

□ 

Surgical 

□ 

D 

Tumor 

□ 

a 

Venereal disease 

Q 

□ 

Well baby 

□ 

□ 

Otlier (specify below.) 
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Hospital Inform a t io n — Con tinned 


G. Physical medicine and rehabilitation services 


1. Committees 


Yea No 


□ 1. 

□ 2, 

Occupational therapy 

□ 

□ 

Physical therapy 

□ 

□ 

Recreational therapy 

□ 

□ 

Other (specify below.) 


PL Other services 


Yea 

No 


□ 1. 

□ 2. 

Convalescent unit 

□ 

O 

Dental unit 

O 

□ 

EEG. 

O 

□ 

EICG. 

□ 

□ 

E leo tromy ogra phy 

□ 

□ 

Emergency room 

□ 

□ 

Home care program 

□ 

□ 

Intensive care unit 

□ 

□ 

Intermediate care unit 

□ 

□ 

Long-term care unit 

□ 

O 

Pharmacy 

□ 

□ 

Self care unit 

□ 

□ 

Disaster plan 

□ 

□ 

Fallout shelter 

□ 

□ 

Inhalation therapy 

□ 

□ 

Psychiatric unit 

□ 

□ 

Other (specify below.) 


Docs the nio(hcal staiF maintain the following regularly 
functioning committees? 


Yea 

No 


O 1 . 

□ 2. 

Admission, discharge or 
committees 

□ 

□ 

Credentials committee 

□ 

□ 

Medical record committee 

□ 

□ 

Tissue committee 


iitili2ation 


Do the trustees, either jointly with the medical stall 
or separately, maintain the following type of 
committee? 

at. □2. Planning committee 


,J. Twenty-Jonr-hour siajfflng 

Are the following types of personnel on duty in the 
hospital (not on call from home) 24 hours a day to 
a tuff the departments^ or provide the services indi- 
cated below? (Check "yes’' only whore such 
persons arc regularly assigned to sucli departments 
or duties, or arc available in the hospital whenever 
needed.) 


Yea 

a 1 . 

iVo 
□ 2, 

Nunses (for the delivery room) 

□ 

□ 

Nurses (for the emergency room) 

□ 

□ 

Nurses (for surgery) 

□ 

□ 

Physienn to provide emergency care 

□ 

□ 

Technician (X-ray) 

□ 

□ 

Technologist (laboratory) 


K. Coordination with health departments 

Indicate which of the following functions or emtivitl(‘>s are carried out tlirough an agr coin cut, or agreements, with a 
health department, or dopartinenta. 


Wrltien 

Informal 
Or Oral 

No 

Agretmeni 

Agreement 

Pfogram 

□ I. 

□ 2. 

□ 3. 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 


Providing housing for lumlth clepartineiit laboratories or oHices 

Operating a laboratory for a health department 

Sharing personnel with a health department 

Cancer registry; State Plealth Department 

Other (specify) 


L, Coordination with 7iur8ing homes and other long-term facilities 

Indicate which of tlic following functions or activities arc carried out through an agreement, or ngr com cuts, with one 
or more nursing homes or chronic disease hospitals. 

Injormol 

Wrilten Or Oral No 


Agreetnent 
□ 1. 

Agreement 
O 2. 

Program 
□ 3, 

Oonsultation 

□ 

□ 

□ 

Sharing of personnel 

□ 

□ 

□ 

Training of home's staff by hospital 

□ 

□ 

□ 

Performance of laboratory work for home by the hospital’s lab. 

□ 

□ 

□ 

Geriatric training for hospital’s medical staff, nursing staff and/or professional students 

□ 

□ 

□ 

provided by or at the home 

Hospital provides acute care for patients of home when necessary 

□ 

□ 

□ 

Other (specify)--- - 



Ilospita I T nformation^Con tinned 


M. Coordination tuiih other JacilUies 

Indicate wliich of the following functions or activities are carried on through an agreement, or agreements, with any 
any other hospital(s), health facility(s), private organization (s) or government agency{s). 


WntUn 

Informal 
Or Oral 

No 


Agreement 

Agreement 

Program 


□ 1. 

□ 2. 

D 3. 

Joint recruiting of personnel 

□ 

□ 

D 

Joint purchasing 

□ 

a 

□ 

Joint training programs for nonprofossional hospital personiHil 

□ 

□ 

□ 

Sharing of dietary department 

□ 

□ 

□ 

Joint use of cobalt or cesium unit 

□ 

□ 

□ 

Joint use of other X-ray therapy eciuipmont 

□ 

□ 

□ 

Joint laundry 

□ 

□ 

□ 

Sharing of personnel 

□ 

□ 

□ 

Joint use of iron lung 

□ 

n 

□ 

Joint use of EEG. 

□ 

Q 

□ 

Joint use of artificial kidney 

□ 

D 

□ 

Other (specify.) 


N, Utilization oj inpaiieni services 

hunter data for the year ended 19 

If none, enter "X'h Complete all items. 


1, 

Number of adinlssions except newd)Orn 

2 

— Number of discharges including deaths 

3. 

— Total inpatient days excluding newborn 

4. 

— Total days of care rendered to dis- 


charged patients 

5. 

— Number of live births 

C. 

— Number of still births 

7. 

— Number of abortions 

8. 

— Total newborn days 

Udlizaiton 

of selected sendees by inpatients and out- 

paiients 


Enter data for the year ended Jl)._ 

If no program, enter "X". Complete all itome. 

L 

Number of cobalt or cesium trout- 


merits 

2. 

Other deep therapy 

3. 

Radium and radioisotope therapy 


procedures 

4 

Number of diagnostic radioisotope 


studies 

6. 

Number of open heart operations 


6. Number of artificial kidney procedures 

7 Number of diagnostic X-rays 

8. Number of 'hnajor^* operations 

9. Number of “minor” operations 

10 Number of EKO, 

11. Number of EKO. 

12. Number of patients receiving physical 

therapy 


P. Ulilizalion of oiUpalient department 

Enter data for the year ended 10__ 

If no program, enter "X”. Complete all items. 
Number of 

visits Admissions Type of outpalienl 

1, Jilin ergo ncy 

2, Clinic 

3, Physician referred 


Q. Types of acconi7nodations 

If none, ciitei- "X”. Complete all ituiiiH. 

Number of Number of 
beds rooms 

1. One-h(?d rooms 

2. Two-l)ed rooms 

3, Throe- or four-bed rooms 

4, Ilooms with over four beds 
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Hasp i ta I Informal ion — Con t i uiied 


R. U7idergraduatG mid paramedmil student iraitiing 

Enter tlie n umber of students in the most recently completed classes or programs. If no program, etitcr Com- 

plete all items. 


Dictetic.s 

AflUlathig 

students 

llospital-oporntcci school 

Capacity 

Students 

Librarian ship 




Undergraduate medical students 1 




Medical records ; 

1 




Clinical laboratory technology 




Registered nvirse 




Licensed practical nurse 




Nurse, anesthetist 




Occupational therapy 




Pharmacy 




Physical therapy 




Social work 




X-ray technology 




Hospital administration 




Under graduate dental students i 




Other (specify.) 



— 





S. Medical internship program 

If no program, enter *‘X“. Complete both items, 

Number of approved medical internships. 

2. Number of interna in most recently completed class. 


000-818 0 — 08 — —7 
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Ho spit a I inform a lion— Continued 


T. Medical residencies 

Enter the number of approved residencies and tho number of residents in the most recently completed classes. If no 
program, enter Complete all items. 


1. Dermatology and syphilology 

Rc.slde tides 

Uesldouts 

2. Internal medicine 



3. Allergy 



4, G astro on torology 



5. Pulmonary diseases 



G. Neurology 



7. Pediatrics 



8. Allergy {Podiatrio) 



fl, Physical medicine and rehabilitation 



10. Psychiatry 



11. Anesthesiology 



12. General surgery 



13, Neurologionl surgery 



14, Cardiovascular disense.s 



15, Obstetrioa and gynecology 



16. Ophthalmology 



1 7. Orthopedic surgery 



18. Otolaryngology 



10, PI nstio surgery 



20. Prootology 



21. Thoracic surgery 



22. Pathology 



23. Urology 



24. Radiology 



25. Contagious di sens os 



20. General practice 



27. Malignant d is cases 



28. Occupational medicine 
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Hospita I lufor ina tion — Con tin ued 


U. Bed com'plemeiii 

Enter the number of beds in each clinical service. 

If none, enter ‘'X”. Complete all items. 

Item #14 should equal the total of items #1 through 13. 


Cllntcal service 

Bfids In op- 
eration 5 years 
flgO, 111.. 

Heels cur- 
rently In op- 
eration 

Ucds cur- 
rently under 
construction 

S-y ear projected construction 

Oroj;a con- 
structloii; l.e., 
total new 
beds 

Bods to Ijo 
lost in con- 
stnictloii 

Anticipated 
bed coiupLo- 
niont, L9 - 

1. Medical 







2. Surgical 







3. Obstetrical 







4. Convalescent 







6. Coininunicable diseases 







6. Chronic diseases 







7. Tuberculosis 







8. Genitourinary 







9. Gynecological 







10. Orthopedic 







11. Psychiatric 

1 






12. Pediatric 







13. Other (specify.) 




























14. Total beds 







15. Bassinets for newborn 
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Hospital 1 fiformation — Continued 

V. Past and prospective sources of funds for co7tstruclion 

Enter the number of dollars expected from each source to finance contemplated construction, expansion, and/or mod- 
ernizatmn during the next S years, and the amount and sources of funds provided for such purposes during the last 
5 years. 

If none, enter "X". Complete all items. 


Check bolow 
If nmoimts 
entered nro 
estimated 



Lnst 5 years 

Next n yenrs 

10 -10-. 

1 

Last 

5 yn. 

Next 

6 f/rjj. 

1. Total, all sources 





2. Hospital funds 



□ 

□ 

y. Corporate gifts 



□ 

□ 

4. Private gifts (itemize below.) 



O 

□ 

(a) Hospital employees 



□ 

□ 

(b) Medical staff 



□ 

□ 

(c) Hospital trustees 



□ 

□ 

(d) Hospital auxiliary 



□ 

□ 

(e) Major individual gifts 



□ 

□ 

(f) Public subscriptions 



□ 

□ 

(g) Other private gifts 



□ 

□ 

5. FoundatioiiB 



a 

□ 

6. Fedoral grants 



□ 

□ 

7. State and local govornraent grants 



□ 

□ 

8. Grants or gifts from affiliated church group 



□ 

□ 

0. Loans from affiliated church group 



□ 

□ 

10, Commercial loans 



□ 

□ 

11, Bond issues 



□ 

D 

12. Tax revenues 



□ 

□ 

13. Other sources 



□ 

□ 



Hospi ta I Infortna tion — C on t in u ed 

W. Modernization Needs 

In the space provided below, indicate the extent of any modernisation, expansion or replacement needed. If needed 
work is under way or definitely planned, please indicate this in the discussion. 

1. Administration department 


2. Central supply 



5. Employees^ facilities 



8. Laboratory and pathology 





Hospital Information — Continued 


7. Lamidry and housekeoping. 


8. Mechanical facilities 


9. Nursing units 


10. Occupational therapy 


11. Pharmacy 




13. Stairs, corridors, etc. 




14. Supply 


Hospi ta I hiforma t ton— Con tinned 


15. Surgery 



16. X-ray and radiology 


17. Other 
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THE INPATIENT INFORMATION FORM 


The inpatient information qiiestionuairo will 
provide data on each patient and his physician, 
including each patient's place of residence, age, 
sex, length of stay^ and type of accomnioclation. 
In addition, it will produce information on clin- 
ical service, discharge to other facilities, and 
method of payjnent* 

One copy of this form should be completed for 
each patient, except newborn, discharged from 
short-term facilities during a selected survey pe- 
riod. Discharges should include deaths. The 
inpatient survoj’' should cover a period of not 
less than 2 weeks and preferably a month or 
longer, A 2-week period will probably i)crmit 
the gathering of information on 100^ or more dis- 
charges from all but tine smallest hospitals. In 
at least one city a patient origin study lasting 6 
months has been conducted. 

Information requested on the inpatient iufoi'- 
mation questionnaire is restricted to discharged 
patients to assure that data will cover complete 


periods of hospitalization. Thus, information can 
be collected on length of stay, method of pay- 
ment, and discharge to other facilities, which 
would not be possible it the survey pertained to 
patients whoso stay was not complote. 

Newborn are not included in the inpatient sur- 
vey since place of residence for newborn children 
would be the same as that of their mothers. 
Inclusion of newborn would consequently distort 
residonce data. Annual statistics on iiowborn are 
requested on the hospital information quostion- 
luiiro. Some planning agencies may wish to con- 
sider including newborn who remain in the 
hospital as pediatric cases subsequent to their 
mother's discharge. 

In general, the number of survey forms sent 
to eacli facility should be equal to the bed count 
plus 20 percent multiplied by the number of wooica 
in the survey period, This will provide most 
facilities with the needed number of forms plus 
a few to spare. 




InpQ tien t Iihfor ^nation 


Patient^a name Case # 

This portion of the questionnaire must be detaaliecl before returning to survey staff 


Complete one copy of this form for each inpatient dis- 
charged between 19- - and 19--. 

(Include deaths.) Return this form to „ 

by 19--. For further information call this 

number 


Thin space for staff use onhj 

Census tract, Facility # _ . 

Physician Form 


A. Location of patient* s hofne: 

□ 1. Out of State 

□ 2. Central city 

□ 3. Suburb A 

□ 4, Suburb B 

□ 6, Suburb C 

□ fl. Suburb D 

□ 7. Suburb E 

□ 8. Etc, 

□ 9. Other city in state 

(If is checked, specify name of city.) 


/hiswer for resideiite of planning region onlg 

Street name 

Block number (Example: If house num- 
ber is 61, enter 60. If it is 512, enter 500. If it is 

6123, enter 5100, etc. If it is less than 10, enter 
Even Odd 

D 1. 0 2. Is house number even or odd? 

RFD Town 

(Show RFD and town only If nppUcoblo) 


B, Type of case: Check most appropriate box. 

□ 1. Medical 

□ 2. Surgical 

□ 3. Surgical patient, not operated 

□ 4. Admitted primarily for mental, psyoho- 

nourotio, or personality disorder 

□ 6. Maternity 

G. Discharge data: On discharge, this patient went to 

□ 1. Own, friond^s, or relative’s homo 

□ 2. Nursing homo 

□ 3. Facility for well aged 

□ 4. Other general hospital 
p 6. Tuborouiosis hospital 

□ 6. Mental hospital 

□ 7. Other facility (specify typo.) 

□ 8. Deceased 
O 9. Unknown 

D. Paiienda aex: 

□ 1. Male 

P 2. Female 

E. Patient* 8 race: 

P 1. White 
P 2, Negro 
P 3. Other 

F. Choice of physician made by: 

P 1. Patient (i.e., personal physician) 

□ 2. Hospital (i.e., assigned physician) 


G. Patient* s discharge date: 

19.- 

H. Length of stay: 

Nearest wlioio days 

I. Patient* s age: 

Years (at last birthday) 

□ 1, Check hero for infants under 1 year 

J. Adiiiitting physician: 

Pationt^s physician 

K. Type of accofnmodaiion: Enter number of days in 

oaoh typo of room 

One-bed room 

Two -bed room 

Three- or four- bod room 

Over four bods 

L. Method of payment: Enter amount billed to each 

source (to nearest dollar) 

- -.Private pay 

Blue Cross 

Commercial insurance 

State or local government welfare 

agencies 
Korr-Mills 

Private ohnri table organi^inlioiHs) 

Free (i.e., enter approximate value of 

free care) 

Other 

Total bill (i,o,, the sum of the amounts 

listed above) 


000-818 0 - 08 - 


•8 
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THE OUTPATIENT INFORMATION FORM 


The outpatient questionnaire enables phuining 
agencies to determine tlie area served by each 
outpatient department and to put togetlier a 
profile of tlie patients utilizing ambulatory facil- 
ities. 

The oiit])atient information form requests data 
on patient origin;, age, sex, race, and method of 
payment. Jt also seeks information on clinics 
attended and disposition of case. The latter 
should bo lielpfiil in determining what additional 
load is placed on inpatient facilities of hospitals 
maintaining outpatient departments. 


The proposed outpatient survey covers both 
indigent and non-indigent patients attending 
scheduled clinics and patients utilizing emergency 
rooms. It should cover a period of time sufficient 
to gather information on at least one day-s opera- 
tic]! of cacli type of regularly scheduled clinic. 
One form should be completed for eacli patiojit 
who visits an outpatient department on any given 
day during the survey period. Ropoat visits 
during tiio survey period can be identified by 
sorting on question I, The head of the outpatient 
department at each facility sliould bo consulted 
to determine the number of questionnaires needed 


SO 



Patient’s name 


On tpa tient [nfor mation 
Case # 


This portion of the questionnaire must be detached before returning to survey staff 


Complete one copy of this form for each outpatient 


This space for staff use only 

or emergency patient treated between - 


Facility ^ 

19.. and 19-.. Complete one form 

for each patient treated on a given day. Return 
this form to _ — 

Form ^ 

Census tract 

by 19^.. 



For further information, call this number 




A, Locatio7i of paiienVs home: 

/Utswer for residents of plafming regio7i only 

□ 1. Out of State 


□ 2, Central city 


□ 3. Suburb A 

block number (Example: If house number 

□ 4. Suburb B 

is 51, enter 50. If it is 512, outer 500. If it is 5123, 

□ 5, Suburb C 

enter 5100, etc. If it is less than 10, enter “X”.) 

□ 6. Suburb D 


□ 7. Suburb E 


□ 8. Etc. 

Emi Odd 

□ 9. Other city in State 

□ 1. □ 2, Is house number even or odd? 

(If #9 is chocked, specify name of 


city.) 

RFD. Town 


(Show KFD and town only If ftppUoablo) 


B, Clinics aiicnded: 

C. Patient's age: 

□ 1 . Tumor 

Years (at last birthday) 

□ 2, Heart 

□ L. Check here for infan t-s under i year 

□ 3. Chest 

D. Patient* 8 sex: 

□ 4. Orthopedic 

O 1. Male 

□ 5. Mental health 

□ 2. Female 

□ 6. Well baby 

E, PaiienCa race: 

□ 7. Prenatal 

□ 1. White 

□ 8. EENT 

□ 2. Negro 

□ 9. GYN 

□ 3. Other 

□ 10. VD 

F. Type of patient: 

□ 11. Evaluation and followup 

□ 1. Einorgenoy 

□ 12, Dental 

□ 2. Clinic 

□ 13, Dermatological 

□ 3. Private rcforretl 

□ 14. Endocrine 

G. Disposition of case: 

□ 15. Ne\irological 

□ 1, Admitted as inpatient 

D 16. Epileptic 

□ 2. Inpatient admission recommended or 

□ 17, Physical mocllcine 

scheduled 

□ 18, Podiatry 

□ 3. Other 

□ 19. Medical diagnostic 

H. Method of payment: 

□ 20, Rheiimatologlcal 

' □ 1 . Full pay 

□ 21. Surgical 

□ 2. Part pay 

□ 22. Other (Specify below), 

□ 3. Free 


L Previous visits: 


□ 1. Chock hero if patient has been treated here 


previously during survey period 
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THE LONG-TERM CARE FACILITY INFORMATION FORM 


The final suggested survey questionnaire is 
designed to assemble basic data about long-term 
care facilities^ These include nursing homes, 
chronic disease hospitals, convalescent facilities 
and the like, A general hospital which owns or 
operates a long-term care unit should complete 
the long-term care facility information question- 
naire for the long-term unit only. 

This form solicits from each facility information 
on the types of patients accepted, coordinated 
relationships with hospitals tlirough formal and 


informal agreements, availability of professional 
personnel, and present and projected bed capacity, 
It also seeks information on the number of jia- 
tients by major disability classifications, number 
of patients by age and sex, and other data. 

Additional survey procedures may be found in 
Public Health Service Publication No. 464 '^QuidG 
to Making a Survey of Patients Receiving Nurs- 
ing and Personal Care.'' {20) Tliis publication 
is out of print, but may be available in local 
libraries. 
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Long-Term Care Facility Information 


Please complete one copy of this question nai re and 

return it to by 19__ 

For further information, call this number 


A. Types of cases accepted: 


Not 


Accepted 

Accepted 


□ u 

□ 2. 

Male 

□ 

a 

Female 

□ 

□ 

Couples 

□ 

□ 

White 

□ 

□ 

Negro 

□ 

□ 

Oriental 

□ 

□ 

Other non white 

□ 

□ 

Age under 20 

□ 

□ 

Age 20-66 

□ 

□ 

Age over 66 

□ 

□ 

Mentally retarded 

□ 

□ 

Mentally ill 

□ 

□ 

Senile 

□ 

□ 

Spastic 

□ 

□ 

Alcoholic 

□ 

□ 

Drug addicted 

□ 

□ 

Diabetic 

□ 

□ 

Tubercular 

□ 

□ 

Cancer 

□ 

□ 

Blind 

□ 

□ 

Deaf 

□ 

□ 

Postoperative 

□ 

□ 

Incontinent (feces) 

□ 

o 

Incontinent (urine) 

□ 

□ 

Bedfast 

□ 

□ 

Ambulatory (unassisted) 

□ 

a 

Ambulatory (assisted) 

□ 

□ 

Confined to wheelchair 

a 

□ 

Patients requiring intravenous 



feeding 

□ 

□ 

^^isy^’ 

□ 

□ 

Welfare cases 


B. Coordination with hospitals. 

Indicate which of the following functions or aotivities 
are carried out through one or more agreomonis with 
a hospital or hospitals. 

Informal 

WrUlen or Oral No 
Agreement Agreement Program 


□ 1, 

□ 2. 

□ 3. 

Consultation 

0 

□ 

□ 

Sharing personnel 

□ 

p 

□ 

Hospital helps to train 
home's staff 

□ 

a 

□ 

Hospital performs lab- 
oratory work for home 

□ 

□ 

□ 

Plome assists hospitals in 
geriatric training of hos- 
pital staff, nurses, and/ 
or professional students 

□ 

□ 

□ 

Hospital provides acute 
care for patients of 
home 

a 

□ 

□ 

Other (specify below) 


Tkts space for staff use only 
Facility it 


0, Professional personnel: 


Full 

Time 

□ 1. 

Part 

Time 

□ 2. 

On Call 

□ 3. 

None 

□ 4. 

Physician (s) 

□ 

□ 

□ 

□ 

Ho gia ter ed nurse (s) 

□ 

O 

□ 

□ 

Liconsecl practical nurse (s) 

a 

□ 

□ 

□ 

Dentist (s) 

□ 

□ 

□ 

□ 

Dietitian (s) 

□ 

□ 

□ 

□ 

Physical therapist (s) 

□ 

□ 

a 

□ 

Ooc upa tion al therapist (a) 

□ 

O 

D 

□ 

Social worker fs) 

□ 

□ 

□ 

□ 

Clergyman (men) 


D. Capacity: (If none, outer Complete all items.) 

Number of existing beds 

Nunibor of beds currently imclor oonstniotion 

Number of additional beds planned, for con- 
struction by 19_ (6 yrs.) (Excluding 

beds now under construction) 

E. Paiienl census, 10.^: (If none, enter "'X'') 

Total number of patients 

Number of bedfast patients 

Number of patients confined to wheolohalr, 

Number of fully ambulatory patients 

Number of patients who are ambulatory with 

assistance (i.e. crutoh, walker) 

F. Special data for month of iO^^: (If none, 

enter '^X") 

Number of patients transferred from this 

facility to n hospital for aoiite care dining 
the Ia,st month 

Number of now patients transferred to this 

facility from hospitals during the last month 

Number of patJonta treated in an infirmary 

unit at this facility during the last month 

Number of patients who wore examined or 

treated by a physician during tlio last month 

G. Patienis^ age and sex: (If none, enter ''X'O 

Enter data for patients In this facility on 

19,- 

Total Mah Female 

Under 16 

16-44 

----- 46-64 

06-74 

— 76-81 

- 86 + 
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Appendix JI 


Tabulation of Data 


The tables presented in this appen- 
dix are examples of the kinds of 
tabulations that might be made from 
the data collected from survey ques- 
tionnaires and other sources. These 
sample tables are incomplete in many 
instances, and the term ^^etc/^ has 
been used to indicate that the tabula- 
tion should be carried out further if 
the data permit. 

Each table is accompanied by a 
statement showing the sources of the 
data, the questions answered by the 
table, and the way the table may be 
used. This has been done to empha- 
size the basic philosophy that statis- 
tics should not be collected unless a 
use for them can be foreseen, 



Table 1.— Number and Percent of Reporting Hospitals and Beds in Reporting Hospitals^ by Services 

Provided 


Service 


Reporting Hospitals 

Beds 

Number 

providing 

service 

Totftl 

liospltnls 

reporting 

Percent 

Percent 

providing 

service 

In hospital, 
providing 
service 

Total In 
reporting 
hospltnls 

Percent 

percent 
lio spite Is 
providing 
service 

Laboratory services 

Animal laboratory 



100 




100 


Autopsy 



100 




100 


Bacteriology 



100 




100 


Biochemistry 



100 




100 


Blood bank 



100 




100 


Bone bank 









Eye bank 







100 


Hematology 







100 


Histology 







100 


Parasitology 



100 






Serology 



100 




iOO 


Other 



100 




100 


Radiological services 

Diagnostic X-ray 


m 

■ 






Fluoroscopy 



100 




100 


Therapy I 



100 



■m 



Radioisotope 

Diagnostio tracer 



100 




100 


External bomb 



100 




100 


Radium 



100 






Therapy, general 



100 




100 


Therapy, Interstitial 



100 




100 


Therapy, intracavatory 



100 




100 


Other 



100 




100 


Etc. 



100 




100 



Sources: 

1* Hospital information questionnaire, questions A through JI. 

Questions answered: 

1* What services arc provided in all hospitals? 

2, What services arc infrequently provided? 

3, What services are not provided in any hospital? 

4, What proportion of nil beds arc in hospitals in which the listed services are available? 

Use : 

1, Can help to uncover cases of unnecessary duplication of serviees. 

2* Assists in pointing out gaps In available services. 
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Table 2,~Nnmbe7* (itid Percent qf Reporting Hospitals Maintaining Selected Committees 


Typo ofcoinmllt €0 

Number with 
eomralttco 

Total liospltals 
reporting 

Porcont 

Poreeiit with 
coniiTilttco 

Admission 





Credentials 





Discharge 





Medical records 





Tissue 





Utilization 





Planning 




1 


Sources: 


1, Hospital information questionnalrei qtiestion 1. 

Questions answered: 

1. What proijortioii of hospitals have taken formal steps to control utilization, promoto liigh quality care nncl facilitate 
better planning? 

Use: 

1. Suggests to hospitals steps which they can take to innueiioe utilization and facilitate bettor planning. 


Table 3. Number and Percent of Reporting HospiUtls Maintaining Selected Services on a 

Basis 


24-]iour stafTe-d service 

Number with 
service 

Total liosjdtals 
reporting 

Percent 

rercent with 
service 

Delivery room 





Emergency room 





Surgery 





X-ray 





Laboratory 





Phyeician for emergen oy care 






Sources : 


1. Hospital information quest ioniiairej question J, 

Questions answered : 

1. In how many hospitals are the listed services staffed on a full-time basis? 

2. To what extent are hospitals prepared to meet emcrgoiicios? 

Use: 

1. Way indicate gaps in available services. 

2. Provides some indication of quality and continuity of care. 
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Table 4 * — Number of Reporting HosSpitals ivith Coordinated Programs^ by Type of Coordumtion 

and Type of Agreement 


Type of coorfUiintlon 

Total hospi- 

roreciit 

j Number of liospitflls 

Porcoiit wjtli 

tftls reporting 

Total with 
ngreomonts 

Written 

URrcGinent 

Oml ngrec- 
inont 

iigTcoiiiciita 

Coordination with healih departments 
Housing for labs and offices 


100 





Operation of health department lab 


100 





Sharing of personnel 


100 





Cancer registry 


100 





Other 


100 





Coordination with nursing homes 

Providing consultation 


100 





Sharing of personnel 


100 





Training homers staff 


100 





Performing lab work for home 


100 





Geriatric training for hospitnl’s staff 
and/or professional students 


100 





Providing acute care for homers pa* 
tients 


100 





Other 


100 





Coordination with other facilities 

Joint recruiting of personnel 


100 





Joint purchasing 


lOO 





Training of non-professional hospital 
personnel 


100 





Sharing of dietary department 


100 





Joint cobalt or cesium unit 


100 





Joint use of artificial kidney 


100 





Sharing of personnel 


100 





Joint use of iron lung 


100 





Joint use of EEG 


100 





Joint use of X-ray therapy 


100 





Other 


100 


l" 




Sources : 

1. Hospital information questionnaire, questions K through M. 

Questions answered; 

1. What kinds of joint programs and cooporative efforts are carried out by hospitals? 

2, How many hospitals participate in each type of Joint or cooperative activity listed? 

Use : 

1, Suggests types of activities in which facllii-iea can engage to facilitate better coordination. 

2. May indicate that a greater degree of coordination js necessary or possible and consoquentlv create greater support 

for the planning effort. 
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Table 5. —Utilisation of Inpatient Services^ by Hospital 


Class of data 

All roportEtig 
hospitals 

Hospital A 

Hospital n 

Hospital C 

Hospital D 

1 Etc, 

Inpatient data {excluding newborn) 

Number of admissions 







N limber of discharges including deaths 







Total inpatient days 







Total days of care rendered for 
discharged patients 







Newborn data 

Number of live births 







Number of stillbirths 







Number of abortions 







Total newborn days 








Sources: 

i. Hospital information questionnaire, question N. 

Questions answered: 

1. What volume of services is rendered annually by each hospital? 

Use: 


1- Facilitates the calculation of each liospital's occupancy in a uniform and comparable mannor. 

I, 1 ermits the calculation of the overall occupancy rate for all facilities. 

3. Hslps to clDtermine liow ropresentative of a full year’s experience are data Ratlicrod in the inpatient survey 

■ «•“'* origin data to derive measures of utilization needed for determining l,cd 

need (i. e., patient dnys/population). •■■-■■■ns um 

6. Demonstrates to the public and to cornraiuiity leaders the extent of services rendered by hospitals. 
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Table (>.—VtiUaation of Selected Services by Inpatients and Ontpalients, by Hospital and Type of 

Service 


Service 

All reportiue 
hospltnls 

llospitftl A 

Hospltnl li 

Hospital C 

Hospital D 

Ktc. 

Number of cobalt or cesium treatments 







Other deep therapy 







Radium and radioisotope therapy pro- 
cedures 







Number of diagnostic radioisotope studios 







Numljer of open Ireart operations 







Number of artificial kidney procedures 







Number of diagnostic X-rays 




j 



Number of operations (total) 







"Major’^ operations 







“Minor” operations 







Number of EEG^s 







Number of EKG^s 







Number of physical therapy treatments 








Sources; 

1. Hospital information questionnaire, question (), 

Questions nnsworod: 

1. What is the annual volume of specialized services and procedures? 

2. What is the contribution of each hospital to the total community output of such services and procedures? 

Use: 

1. Helps to develop indices of need for expensive, highly specialized and low-volume services. 

2, Assists in discoverijig evidence of unnecessary duplication of such services. 
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Table 7, —Number of Outpatient Visits and Inpatient Admissions of Otitpa lien by Hospital and 

Patient Classification 


Hospital and typo of data 

All reported 
outpatlonts 

Emergency 

Clinic 

Piiysiclan roferred 

All hospitals 

Visits 





Admisssions 





Plospital A 

Visits 





Admissions 





Hospital B 

Visits 





Admission 





Hospital C 

Visits 





Admissions 





Hospital D 

Visits 





Admissions 





Etc, 






Sou roes: 


I, Hospital information questionnaire, question P. 
Questions answered? 


1 . What is the annual volume of outpatient service? 

2. What is the contribution of each hospital to the total volume of outpatient service? 

3. How many of each type of patient use outpatient departments? 

4. To what extent do outpatient departments contribute to inpatient admissions in hospitals having such departments? 


1. Shows the extent to which OPD's serve as sources of admission, 

2. Helps to determine how representative of a full year’s experience are data gathered in the outiiiiticnt survey. 

3, Indicates the extent to which OPD’s are used for physician office visits by iiidigents, 

4, Indicates the extent to which physicians refer private patients for diagnostic services. 
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Table 8.~yVum6er of Rooms and Number of Beds in General Hospitals, by Hospital and Room 

Capacity 



AH rcportlne 
hospitals 

Hospital A 

Hospital n 

Hospital C 

Ktc. 

1 l-bedrooins 

Number of Bods 






Number of Rooms 






^’‘bed rooms 

Number of Beds 






Number of Rooms 






8- or /rbed rooms 

Number of 'Beds 






Number of Rooms 






Over /rhed rooins 

Number of Beds 





j 

Number of Rooms 







Sources : 

1. Hospital information quGstioniiairG, question Q. 

QuGstions answered: 

1, What is the distribution of accommodations in nursing units, by bod capacity? 

2. How does this distribution vary among hospitals? 

Use: 

1. A largo proportion of ward-typo accommodations may prove to be some indication of degree of obsolescence. 

2. When combined with figures on occupancy by type of accommodation, may indicate that redistribution of beds 
among private, semi -private and ward-type facilities is desirable. 
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Table 9 . — Number of Available Places and Number of Students in Hospital Training Progratns 

by Type of Trainitig and Hospital 


Type of training njid liospltnl 

Aimiatlng 

.stiidoiits 

IIosi)ltal*oi)oratcd school 

Capacity 

For cent 

StiKlonls 

Percent i)lacos 
' tilled 

Dietetics 



ICO 



All reporting Iiospitals 



100 



ITospital A 



100 



Hospital B 



100 



Hospital 0 



100 



Etc. 



100 



Librarinnship 



100 



All reporting hospitals 



100 



Hospital A 



100 



Hospital B 



100 



Hospital G 



100 



Etc. 



100 



Medical students 



100 



All reporting hospitals 



100 



Hospital A 



100 



Hospital B 



100 



Hospital C 



100 



Etc, 



100 



Medical records 



100 



All reporting hospitals 



100 



Hospital A 



100 



Hospital B 



100 



Hospital C 



100 
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Table 9 * — Number of Available Places and Number of Students in Hospital Training Programs^ 

by Type of Training and Hospital^Continucd 


Typo of training and hospital 

AnillaUng 

studonls 

Hospital-operated school 

Capacity 

Percent 

Students 

Percent places 
filled 

Clinical Laboratory Technoloy 



100 



All reporting hospitals 



100 



Hospital A 



100 



Hospital B 



100 



Hospital C 



100 



Etc, 



100 



Registered Nurse 



100 



All reporting hospitals 



100 



Hospital A 



100 



Hospital B 



100 



Hospital C 



100 



Etc. 



100 



Licensed Practical Nurse 



100 



— — 1 

All reporting liospitals 


1 

100 



Hospital A 



100 



Hospital B 

j 


100 



Hospital C 



100 



Eto, 



100 



Eto. 



100 




Sources: 

1. Hospital information questionnaire, qiiestioji 11, 

Questions answered: 

1. Which hospitals nro engaged in educational activities? 

2, What kinds of educational programs are being conducted in the planning region? 

Use: 

1, Helps to assess the need for various kinds of hospital-operated training programs, 

2, Assists in gaining agreement on the future roles of facilities with respect to educational activities. 
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Table 10.— Number of Residencies and Residents, by Specudty and Hospital 


Typo of residency and hospital 

Residencies 

Percent 

Rosldcnts 

Percent places 
filled 

Donnatology and Sy philology 


100 



All reporting hospitals 





Hospital A 


100 



Hospital B 


100 



Hospital C 


100 



Etc. 


100 



Internal Medicine 


100 



All reporting hospitals 


100 



Hospital A 


100 



1 1 capital B 


lOO 



Hospital C 


100 



Etc. 


100 



Allergy 


100 



All reporting hospitals 


100 



Hospital A 


100 



Hospital B 


100 



.Hospital C 


100 



Etc. 


100 



Gastroenterology 


100 



All reporting hospitals 


100 



Hospital A 


100 



Hospital B 


100 



Hospital C 


100 



Etc. 


100 
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Tabic 10 . — Ntitnber of Residencies and Residents, by Specialty and Hospital — Continued 


Typo of residency ami hospital 

liosidoncfcs 

Percent 

Residents 

PorccJit i>lnccs 
filled 

Pulmonary Diseases 


100 



All reporting hospitals 


100 



Hospital A 





Hospital B 





Hospital C 


100 



Etc. 


100 



Keiirology 


100 



All reporting hospitals 


100 



Hospital A 


100 



Hospital B 


100 



Hospital C 


100 



Etc. 


100 



Pediatrics 


100 



All reporting hospitals 


100 



Hospital A 


100 



Hospital B 

1 

100 



Hospital C 


100 



Etc. 


100 



Eto. 


100 




Sources; 

1, Hospital information questionnaire, question T, 

Questions answered: 

1. Which hospitals offer residency training? 

2. What kinds of residency programs are available? 

3. Are existing residency programs being utilized ns fully as possible? 

Use! 

1, Helps to assess the need for additional residency programs. 

2, Assists in gaming agreement on the future roles of facilities with respect to operating resideaicy training programs. 

3, May provide a rough index of quality of care. 
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Table 11.— Number of Internships and Number of Interns, by Hospital 


HuspUal 

Internships 

I’crccnt 

InUTns 

filled 

All reporting hospitals 


100 



Hospital A 


100 



Hospital II i 


100 



Hospital C 


100 



Hospital 1) 


100 



Hospital E 


100 



Hospital F 


100 



Hospital G 


100 



Hospital II 


100 



Hospital I 





Hospital J 


100 



Hospital K 





Hospital L 


100 



Hospital M 


100 



Hospital N 


100 



Hospital 0 


100 



Hospital P 


100 



Eto. 


100 




Sourocs: 

1, Ho&pital information quoationnnirc, question S. 

Questions answered: 

1, Which lio8])Uals Imve intern ship programs? 

2, To what extent are those programs being utilized? 

XJso: 

1, Helps the planning agency to identify hospitals wliicli may qualify to oixirate «|ieciuUze(l servicos. 
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Table 12. — Past^ Present and Projected Beil Complement^ by Hospital 


Hospital 

13c(ls in opera- 
tion 5 years ago 
10- 

Beds currcjitly 
in operation 
ID- 

Beds currently 
under construc- 
tion 10- 

Projected bod 
complement In 5 
years 10— 

All reporting hospitals 





Hospital A 





Hospital B 





Hospital C 





Hospital D 





Hospital E 





Hospital F 





Hospital G 





Hospital H 





Hospital I 





Hospital J 





Hospital K 





Hospital L 





Hospital M 





Hospital N 





Hospital 0 





Hospital P 





Hospital Q ' 





Hospital R 1 





Hospital S 





Etc. 






Sources: 

b Hospital information questionnaire, question U* 

Questions answered: 

1. JIow many beds are currently in use? 

2. How many beds arc currently under construction? 

3. Which facilities are planning construction work to be completed within the next o years? 

4. Which facilities havo added to their capacity during the last 5 years? 

5. How many additional beds are planned? 

Use: . 

L Provides an inventory of existing bods. 

2. Alerts the planning agency to each liosj)ital’s future plans for expansion plans, 

3. Shows short-term trends in total community bed capacity, 

4. When compared with bed need estimates, may be used to judge tiie adequacy of present and planned capacity. 


67 




Table 13 * — Bed Coinplemejit^ by Hospital and Clinical Service 


Clinical services 

Hospital A 

Hospital n 

Hospital c 

Kto, 

Total reported beds 





Medical and surgical 





Obstetrical 





Convalescent 





Comniunicablo disease 





Chronic disease 





Tuberculosis 





Genitourinary 





Gynecological 





Orthopedic 





Psychiatric 





Pediatric 





Other 





Bassinets for newborn 






Sources: 

1. Hospital iiiforjTiation questionimiro, question U, 


Questions answered : 

1. How many bods does each hospital have? 

2. How extensively is each hospital broken down into clinical dopartnients? 

Use: 


1 , 

2 . 

3. 


4 . 


Provides an inventory of existing beds. 

When compared with need estimates, will show whether existing building j)Ian8 and iwograms appear to bo adequate. 

Will show the extent to winch flexibility in use of beds is precluded by tlie existence of speclaliimcl clinical units 
Within hospitals, 

Oaii bo used to dotermiiio the extent to wliicli bods arc concentrated in facilities of Hinnll and uneconomical size. 
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Table li,~Number of Reported Beds^ by Hospital Ownership and Clinical Service 


Clinical service 

Ail 

liospitnls 

Propri- 

etary 

Federal 

Govern- 

ment 

State 

County 

Municipal 

City and 
county 

District 

Total reported beds 









Medical and surgical 









Obstetrical 









Convalescent 









Communicable disease 









Clironio disease 









Tuberculosis 









Genitourinary 









Gynecological 









Orthopedic 









Psychiatric 









Pediatric 









Other 









Bassinets for newborn 










Sources: 

1. Hospital information questionnaire, question U, 

2. State plans, 

3. Guido issue of Hospitah, 

Questions answered: 

1, How many bods are available in each type of facility? 

2. Which classes of facilities oiTcr the most complete range of services? 

Use: 

1, Provides an inventory of bods by ownership category, 
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Table 15 . — Number of Reported Beds, by Hospital Location and Clinical Service 


Clinical service 

AU hos- 
pitals 

Central city 


Suburb B 

Etc, 

Best of 
region 

Census 
traot 1 

Census 
tract 2 

Ktc. 

Suburb A 

Total reported beds 









Medical and surgical 









Obstetrical 









Convalescent 









Communicable disease 









Chronic disease 









Tuberculosis 









Genitourinary 

1 








Gynecological 









Orthopedic 









Psychiatric 









Pediatric 









Other 









Bassinets for newborn 










Sources: 

1. Hospital information questionnaire, question U. 

2. State plans. 

3. Guide issue of Hospitals. 

Questions answered: 

L How many beds are there in each area? 

2. What range of clinical services is oiTcred in each area? 

Use: 

1. Provides an inventory of beds by location of facility. 
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Table 16 .— Present and Projected Bed Complement^ by Clinical Service 


Clinical service 

IJcds 111 opera- 
tloii 6 years ago 
11>-^ 

Beds eiirrcntlj' 
In operation 

l(j_ 

Beds cavrciitly 
under constrnc- 
tlon 10— 

Projected lietJ 
complcniont in 

6 yenra 19— 

Total reported beds 





Medical 





Surgical 





Obstetrical 





Convalescent 





Conirnimicable disease 





Chronic disease 





Tuberculosis 





Genitourinary 





Gynecological 





Orthopedic 





Psychiatric 





Pediatric 





Other 





Bassinets for newborn 






Sources:- 

1, Hospital information questionnaire, question U, 

Questions answered: 

1. What is tho capacity of each clinical service? 

2 . What trends seem to bo developing with respect to the quantity of beds available and the fraction of total beds 

ropresentod by ouch clinical department? 

3. How many beds are thoro likely to be in the next 5 years? 

Use: 

1, Provides an inventory of existing bods. 

2. When compared with need estimates, will show wliothcr existing biilkliiig plans and programs appear to be adequate. 
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Table — Past and Prospective Amount of Funds for Construction^ by Source 


Sour CM of fiintls 

Funds rftlscd Inst 

5 years 

Funds to bo raise cl 
next 5 years 

Total, ail sources 

$ 

$ 

Hospital funds 

$ 


Corporate gifts 

$ 

$ 

Private gifts 

$ 

$ I 

Hospital employees 

$ 

$ 

Medical staff 

$ 

$ 

Trustees 

$ 

$ 

Hospital auxiliary 

$ 


Major individual gifts 

$ 


Public subscriptions 

$ 


Other private gifts 

$ 


Foundations 

' $ 

$ 

Federal grants 


$ 

State and local government grants 

$ 

IHHHI 

Grants from affiliated church group 

$ 


Loans from affi Hated church group 

$ 

$ 

Commercial loans 

$ 

IBBII 

Bond issues 

$ 


Tax revenues 

$ 

$ 

Other sources 

$ 

$ ^ 


Sources: 

1. Hospital information questioniiairo, question V. 

Questions answered: 

1. How much money has been assembled in the immediate past for hospital construction, and from what sourcoH? 

2. How much expenditure is planned and how will the money bo raised? 

Use: 

1. Helps to show hospitals whether aggregate construction plans are reasonable from a financial standpoint. 
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Table 18 , — Number of Discharges^ by Place of Residence and Hospital^ 


Pntlcnts' plnco of rosidonco 

Total all 
liospllals 

Hospital 

n 

Hospital 

n 

Ilo^ltal 

Hospital 

Hospital 

#5 

Hospital 

n 

VAC, 

Central city(s) 









Census tract 1 









Census tract 2 









Census tract 3 









Census tract 4 









Etc. 









Suburbs 









Suburb A, total 









Census tract 1 









Census tract 2 









Etc. 









Suburb B 





i 

j 




Suburb C 









Suburb D 









Etc. 









Ilcmainclor of region 









R]?D 1 









UFD 2 









lU^D 3 









Etc. 




1 






Soi* footiinto lit 011(1 (>r ttible. 
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Table 18 .— Mtmbcr of DischurgeSf by Place of Residence and Hospital*— Continued 


1 Patients' place of residence 

Total, oil 
hospitals 

Hospital 

Pl 

Hospital 

#2 

Hospital 

Ilo^lta! 

Ilospltnl 

Ho^ltal 

Etc. 

Contiguous counties 









County 1 









County 2 









County 3 









County 4 









Elsewhere in State 









Out of State 









Not reported 








1 


‘Same table format may be used to show days 0 / care rendered to dlsrtinrgcd patients. 


Sources: 

1. Inpatient information questionnaire, question A, 

Questions answered: 

L What territory is served by each hospital? 

2. Which hospitals attract pationts from all or part of the same territory? 

3. Which hospitals are most important to the residents of caoh census tract? 

^ 4. Which hospitals draw significant numbers of patients from outside tlie planning region? 

1. Helps each hospital to see what territory it serves. 

2 . Indicates which hospitals serve all or part of the same territory atid consec|Ucntly slionld work tOK(!tlier in ooordi- 

nating construction plans. 

3 . Helps to alert hospitals to changes in patient load that may result from population migration, vnban ronownl 

progi ams, etc, 

4 . Indicates wliether patients residing outside of the planning region contrilnitc signiflenntly to the need for bods 
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Table 19^— Percentage of Discharged Residents of Each Area, by Hospital 


I'fltients' place of vesldouco 

Total all 
Hospitals 

Percent 

Hospital i!fl 

Hospital #2 

Hospital 3?3 

Hospital iA 

Hospitol ¥5 

Hospital ffQ 

Etc, 

All patients, total 


100 








Central city(s) 


100 








Census tract 1 


100 








Census tract 2 


100 








Census tract 3 


100 








Census tract 4 


100 








Etc, 


100 








Suburbs 


100 








Suburb A, total 


100 








Census tract 1 


100 








Census tract 2 


100 








Etc. 


100 








Suburb IB 


100 








Suburb C 










Suburb D 


100 








Etc. 


100 








Remainder of region 


100 








RFD 1 


lOO 








RFD 2 


100 








RFD 3 


100 








Etc, 


100 








Contiguous counties 


100 








County 1 


100 








County 2 


100 








1 County 3 


100 








County 4 


100 








Elsewhere in State 


100 








Out of State 


100 








Not reported 


100 









Sources: 

1. Inpatient information questioniiniro, question A, 

Questions answered ; 

1. Which hospital or hospitals are important to the residents of each census tract or other arcaf 

2. Which hospitals share in serving the residents of any particular territory? 

3. Wliich hospitals, if any, care for substantial proportions of persons from outside the planning region? 

1. Shows hospitals that they may perform important services for the residents of particular areas even tliough such 

persons may form a smali part of total patient load, ... 

2. Serves to identify hospitals performing significant services for patients from outside the planning region. 
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Table 2Q,-~Percentage of Patients Discharged from Each Hospital, by Place of Residence* 


Patients' place of residence 

1'otnl, all 
hospitals 


IlojgUnl 

Hospital 

k 

Ho^atal 

llo^dtftl 

Hospital 

i?n 

Kt4*. 

All patients, total 









Percent 


100 

too 

100 

100 

100 

100 

100 

Central city(s) 









Census tract 1 









Census tract 2 









Census tract 3 









Census tract 4 









Etc, 









Suburbs 









Suburb A, total 









Census tract 1 









Census tract 2 









Etc. 









Suburb B 









Suburb C 









Suburb D 









Etc. 









Remainder of region 









RFD 1 









RFD2 









RFD 3 









Etc. 

— . — 









76 















Table 20. Percentage of Patients Discharged from Each Hospital by Place of Residence’^ — Cont, 


Pa tl 0 nts’ plftco of residence 

Total, all 
hospitals 

liospital 

3Sfl 

Hoyitn! 

Hospital 

n 

Hospital 

4i 

Ilo^ltal 

Hospital 

Etc. 

Contiguous counties 









County 1 









County 2 









County 









Comity i 









litc. 









M iso where in State 









Gut of State 









1 Not reported 










*8fl3uc table format inoy bo used to 8bo\v porccntaRC of days of caro rendered to discharged patients. 


Sources: 

1. Inpatient information ciuestionnaire, question A. 


ClnesUotia nnswcrccl; 

L What territory is served by each hospital? 

2 Which hospitals attract patients from outside the planning region? ^ . ,o 

;j Which territory contributes the most significant proportion of each liospital s patient load. 


Use: 

1 . 

2 , 


Sliowa what geographic 
Shows whether patients 


population groups are most important to each hospital, 
from outside the planning region contribute significantly to patient load. 


77 




Table 21 . — Number of Patients by. Age, Sex and Destination After Discharge 


Destination and sex 

1 Numbor of patients 

Not re- 
ported 

All ages 

Under 14 

16-^4 

45-ft4 

05-74 

75-84 

8.VI' 

All patients 









Own, fri end's, or relative’s homo 









Nursing home 









Facility for the well aged 









Other general iiospital 









Tuberculosis hospital 









Mental hospital 









Other facility 









Deceased 









Unknown 









Not reported 









Male 









Own, friend’s, or relative’s home 









Nursing home 









Facility for the well aged 








' 

Other general hospital 









Tuberculosis hospital 









Mental hospital 









Other facility 









Deceased 









Unknown 









Not reported 







" ^ 


■ 1 



~ 

— , ^ 

— 



— 
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Table 21 . — Number of Patients by. Age, Sex and Destination After Discharge— Continued 


Destination and sox 

Number of patients 

Not re- 
ported 

All ages 

Under U 

16-44 

46-64 

65-74 

75-84 

85+ 

Female, non-maternity 









Own, friend’s or relative’s home 









Nursing homo 









facility far the well aged 









Other general hospital 









Tuberculosis hospital 









Mental hospital 









Other facility 









Deceased 









Unknown 









Not reported 









Female, maternity 









Own, friend's, or relative's home 









Nursing home 









Facility for the well aged 









Other general hospital 









Tuberculosis hospital 









Mental hospital 









Other facility 









Deceased 









Unknown 









Not reported 










Sources: 

1^ Inpatient information questionnaire, questions C, D, and I. 

Questions of discharges from general hospitals to nursing homes and other long-term facilities? 

2. Wlmt is the volume of transfers of patients to other general hospitals? riiBri.n.-<je? 

3. What are the age and sex characteristics of patients transferred to other medical facilitie a g 

1. Helps hospitals to uhderstnnd the need for establishing working relationships with long-term care facilities. 

2. Shows the extent to which general hospitals serve as sources of admission to long-term care ^a’Cilities. 

3. Assists in developing measures of need for long-term facilities by showing some of the characteristics of patients 

receiving long-term care. 


79 




Table 22.~Niimber of Patients, by Length of Stay, Hospital and Typo of Case 


Hospital and tyi)c of case 


I All Under 15-21 21*-30 31-00 01 -IH) m N(it 

liaticiits 8 clays days days days days days days reported 


Mod inn 
lon(;t.]] 
of stay 
In dnys 


All hospitals 


Medical 


Surgical 


Surgical, not operated 


Maternity 


Caesarean 


Not reported 


Hospital A 


Medical 


tSurgicfll 


Surgical, not operated 

Mental 

Maternity 

Caesarean 

Not reported 


Hospital B 


Medical 


Surgical 


Surgical, not operated 
Mental 
Maternity 
Caesarean 


Not reported 


) 



Tnble 22 . — Number of Patients^ by Length of Stay ^ Hospital and Type of Case — Continued 


irospital niKl typo of case 

All 

patients 

Under 

8 (lays 

8-L4 

days 

15-21 

days 

21-30 

dnyji 

31-60 

days 

fll-flO 

days 

days 

Not 

reported 

Median 
length 
of stay 
In days 

Hospital C 











Medical 











Surgical 











Surgical, not operated 











Mental 











Maternity 











Caesarean 











Not reported 











Hospital D 











Medical 











Surgical 











Surgical, not operated 











Me]ital 











Maternity 











Caesarean 











Not reported 











Hospital E 











Medical 











Etc, 











EtCi 









i 



Sour<!&s^ 

1. Inpatient information questionnaire, questions B and H. 

Qiiestioim anawercd: 

1. Ib there significant variation among hospitals with respect to length of stay? 

S. How does length of stay vary for different types of cases? 

3. Can differences in average length of stay among hospitals (if any) bo explained by differences in the proportions 
of various types of patients? 

Use: 

L Assists ill the identification of situations in which opportunity exists for reducing average length of stay. 

2, Helps to "seir' hospitals on the possible advantages of home care and the need for emphasis on ambulatory and 

long-term facilities. 
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Table 23 *— iVumbcr of Patients^ by Age^ Sex^ Hospital^ and Type of Case 



Typo of enso and liosplf al 

All |inUent8 

Malo 

Femnlo 


All 

ngcR 

Undei 

H 


06+ 

Age 
not rc* 
porlGd 

All 

ages 

Under 

14 

16-Od 

06+ 

Ago 
not rc« 
ported 

All 

ages 

Undei 

14 

16-0' 

06+ 

Ago 
not re 
poj'let 

Sox not 
report 0(1 

All patients 

















Medical 

















Surgical 

















Surgical, not operated 

















Psychiatric 

















Maternity 


































Not reported 

















Hospital 

















Medical 

















Surgical 

















Surgical, not operated 

















Psychiatric 

















Maternity 


































Not reported 

















Hospital #2 

















Medical 

















Surgical 

















Surgical, not operated 

















Psychiatric 

















Maternity 



































Not reported 

















Hospital #3 

















Medical 


















Etc. 



1 















Sources: 





1. Inpatient information questionnaire, questions B, D, and I. 

Questions answered; 

1. What are the age andaex chnrneteristics of patients discharged during the survey? 
Use-"^' ' ° patients vary for diflferent hospitals? 


2 May help'in'^evaluatinc'nnv'fr^ *^*"^*' me of a full year s experienoe when compared with summarised annual data. 
May Help in evaluating any differences among hospitals with respect to average lengtli of stay. 
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able 24,-— Percent of All Patients of Each Hospitals Medical Stajf Discharged During the Survey 

Period^ by Place of Hospitalization 


Total patients anrt liospitftla 

Hospital A 

Hospital B 

Hospital C 

Hospltol D 

Hospital K 

Ilospltnl F 

Etc. 

Total patients of staff inembora 
discharged from all hospitals. 








Percent 

100 

100 

100 

100 

100 

100 

100 

Percent discharged from this 
hospital 








Percent discharged from other 
hospitals 








Hospital A 

xxxxx 







Hospital B 


XXXXX 






Hospital C 



xxxxx 





Hospital I) 




xxxxx 




Hospital E 





XXXXX 



Hospital F 






XXXXX 


Etc. 







xxxxx 


> nr cos; 

1, Hospital medical staff lists, 

2, Inpatient information questionnaire, question J, 

.lostions answered: 

1. What proportion of oach hospitat^s medical atafT's patients are sent to other hospitals? 

2. Which hospitals share patient reformls on the part of physicians with multiple staff appointments? 
ae; 

1. May bo used to point out the fact that hospitals share the task of meeting the total demanrls of tlioir incdicnl 
ifFs? 

2. Helps cacli liospital to understand the extent to which bed expansion can a fleet its occupancy as well as the case 
xc\ of other hoS])itals through shifts in patient referrals by physicians liolding multiple staff appointments. 

Assists hospitals to understand tlic desirability of exchanging information with hospitals with wliioli they share 
3clicnl staff, 

4. Helps hospitals to soo the desirability of establishing coordinated programs with such hospitals. 
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Ta!)lc 25.— Percent of Medical Staff IFi‘t/i Single and Multiple Appointments, by Hospital 



All sIqIT physicians 

Special Ists 

Oennral ijrnctiUoiiora 

1 

Total 

Jiicdica 

olall 

Pcrcoii 

Pcrcoii 

with 

multfp] 

Appoint 

inoijts 

Percon 
with 
c single 
- Appoint 
nicnt 

Total 

speclnl* 

Ists 

Poroent 

Pcrccn 

with 

inultlpl 

appoint 

ments 

Percent 
Wltll 
e single 
- appoint 
nicnt 

Total 

OP'h 

Pm’ cent 

Percen 

with 

niiiUlp] 

appoint 

nicnts 

T’i'rcnnl 

with 

0 Single 
• nppolnt' 
iiiont 

Hospital \ 


100 




100 




100 



Hospital B 


ICO 




100 




100 



iro.spital C’ 


100 




300 




100 



Hospital J) 


100 




300 




too 



Hospital E 


100 




100 




100 


— 

IFospital V 


100 




100 




100 

■ ■“ 


Hospital G 


100 




100 




100 




Hospital H 


100 




100 




100 


— 

Hospital I 


100 




100 



— - 

100 

*■ 

— 

I Etc. 

oiirrM' 


100 




100 

1 



100 

1 

7 



1. Hospital medical staff lists. 

2. Directory of Medical Specialists. 

3. American Medical Directory. 
Questions answered; 




• elps to identify those hospitals in whicti pressures 
the medical staff's need for ''sure" beds. 

- elps hospitals to understand that, in sharing med 


construction are most likely to develop in ordor to satisfy 
staff, they share patient referrals with other liospitals. 
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TiiWc 26 . — Number of Pa tients, by Place of Residence, Hospital and Type of Accommoda tion 


All hospitals 


Hospital A 


HospUal J1 


Potlciits' plane of rrsideiico 

All patients, total 
Central city(B) 

CensuR tract 1 
Census tract 2 
Census tract 3 
Census tract 4 




















l>to4- Over Not Mu 4* Over Not l.to4- Over Not Mo 4* Over Not 
hod 4dji'd re- bed 4-lu'd re. i,l'( 1 .pbed re- bed 4.1jpd rc- 

rooia room ported room room ported room room ported room room ported 


















Table 26 . — Number of Patients, by Place of Residence, Hospital and Type of Accommodation — Con t. 


Patients' place of residence 

All ho5])ltals 

Hospital A 

Hospital B 

Eta. 

1* to 4- 
lied 
room 

Over 

4'1)n(l 

room 

Not 

re- 

ported 

I* to 4- 
bt'd 
room 

Over 

4-hod 

room 

Not 

re- 

ported 

I- to 4- 
bert 
room 

Over 

4 -bed 
room 

Not 

ro- 

portad 

1- to 4- 
1)0(1 
rootii 

Over 

4-l)ed 

room 

Not 

re* 

ported 

Contiguous coimtios 













County 1 













County 2 













County 3 













County 4 













Etc. 













Elsewhere in State 













Out of State 













Not reported 














Sources: 


1. Inpatient information questionnaire, questions A and K. 

Questions ans\Yered: 

1. What is each hospilal’s service area with respect to ward (i.c., low income) patients? 

2. Does each hospilaVs service area for such patients differ from tliat for other patients? 

Use; 


?Joomm£ons!“ '«i8>‘borhood changes may affect the need for v.irious typos of inpatient 


2. May assist individual hospitals in planning services for low income patients. 
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Table 27. — Ninnber and Percent of Discharged Patients, by Type of Accoitimodation and y 


Source of Payrnerit 



Total 

pat- 

k'lits 


N’uinl>er of Patients 


Percent 



PrlniEiry source of imyiiient 

rcrceut 

M)ca 

foonj 

24>ed 

room 

3- to 4- 
bed 
room 

Over 

4 beds 

Not 

re- 

ported 

1-lved 

room 

2- bed 
roDiu 

3- to 4- 
bed 
room 

Over : 
4 beds : 

Not 

re- 

ported 

All patients, total 


100 











Nou-indigent 


100 



■ 








Private pay 


100 











Blue Cross 


100 











Commercial insurance 


100 











Indigent 


100 











Public welfare agencie.s 


100 




1 







Kerr-Mills 


100 











Private charitable or- 
ganization 


100 











Free care 


100 



1 








Not reported 


100 












Sources: 

1, Inpatient information questionnaire, questions K and L. 

Questions answered: 

1- What is the relationship between ability to pay and type of accommodation? 

2, How may patients are indigent for hospital purposes? 

3, How many patients rely primarily on insurance to pay their hospitali bills? 

Use: 

1. Helps hospitals to understand how changes in ability to pay and prepayment coverage may affect the need for 

various types of inpatient accommodations. 

2. Shows the extent to which welfare assistance and other assistance is required patients to pay for 

hospital expenses. 

3- May help to enhance support for areawide planning on the part of third-party payers. 




Table 28 . — Number of Patients, by Pay Status,* Hospital and Plow of Itesidaiirv 


Pntfonts' place of residence 


All lio.spltnl.H 

llospitttl A 


MospUnl It 



“ 

Totn 

Indl^ 

gent 

Non- 

Indl^ 

goat 

Tolu 

Indh 

gent 

Noi 

Indl 

g<'n 

T<nnl 

Indl^ 

gNit 

NfJti. 

liidU 

\{vn\ 

'I'otul 

liulU 

gi'iit 

Non- 

flKlj. 

gorit 

All patients, total 








1 







Central eity(s) 
















Census tract 1 








Census tract 2 







Census tract 3 








Census tract 4 












— 

Etc* 















Suburbs 












Suburb A, total 








* ■ 



- 

Census tract 1 








• •• 




Census tract 2 









• 



Etc* 









■ 



— 

Suburb B 






' • 

“ ■ 




- - 

Suburb C 






■ ■ 

' ■ 

..... .... . 

• • 



Suburb D 






■ 




' - " 


Etc. 





' “ 







Remainder of region 















RFD 1 















RED 2 











— 






RFD 3 










■ "■ 


— 

— 

Etc* 

— 


^ 






' 


' — - 



Sei‘ footnoto ni Ptid of tnWo, 
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Table 28 . — Number of Patients, by Pay Status,^ Hospital and Phiee of Residence Continued 


ration ts* plnce of residence 

All hospitals 

Hospital A 

Hospital H 

Etc. 

Total 

Indl- 

eeiit 

Noii- 

Indl- 

gont 

Total 

Indi- 

gent 

Non- 

Indl- 

geiifc 

Total 

Indi* 

Bont 

III 

Total 

Indi- 

Bont 

Kon- 

Indi- 

gent 

Contiguous counties 













County 1 













County 2 













County 3 













County 4 













Etc, 













Elsewhere in State 









i 




Out of State 













Not reported 














♦ I ndlRont- pal touts whose jiriiimry source of payment Is wolfare, Kerr-Mills, free care or charity. N<>iiiii<liReiit~im(lents whose primary sot Jice of pfiyjnrnL 
Is prlvnto pay, niuo Cross, or coininerctal Insiinmce. 


Sources; 

1. Inpatient information questionnaire, questions A and L. 

Questions answered: 

L Where do indigent patients reside? 

2. Do all hospitals participate in indigent care? 

3. Does each hospitaVa service area coincide for both indigent and noiiindigmiL patients? 

4. Do indigent patients tend to use nearby facilities? 

Use: 

X, Assists hospitals in changing neighborhoods to realistically assess their future roles. 
2. Helps to plan realistically for services to patients unable to pay. 








Table 29 .— iVumber of Reported Outpatients ^ by Place of Residence and Fa€:ility 

Farlllly F 


Patients' place of residence 

All fflcillti 

ss Facility 

Facility I 

Facility C 

Facility J 

Facility K 

All patients^ total 







Central city(s) 







Census tract 1 







Census tract 2 







Census tract 3 







Census tract 4 







Etc. 







Surburbs 







Suburb A, total 







Census tract 1 







Census tract 2 







Etc. 







Suburb B 







Suburb C 







Suburb D 







Etc. 







Remainder of region 







RPD 1 







RED 2 







RFD 3 







Contiguous counties 







County 1 







County 2 







County 3 






- riniB, .. __ 

County 4 







Elsewhere in State 







Out of State 








Fadllty (J 


1. Outpatient information questionnaire, question A. 
Questions answered: 


Use; 


1. What is the total volume of outpatient services'^ 

2. What is the contribution of eacli facility toward meeting total donmnci? 

3. What 18 each facility s aervicc area for providing outpatient serving? 
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1. Shows what areas are important to each facility. 

2. fellows which facilities are important to each area. 

4 ""f tend to reside predominantly in low income areas 

. rovides basic data which can be useful in developing guidcB to need for ambulatory facilities. 





Table 30 . — Number of Reported Outpatients, by Type of Patient, Pay Status and Place of Residence* 


Patient’s plnco of residence 

All patients 

Emergency 

Clinic 

Private referred 

Totol 

Full 

pay 

Part 

pay 

Free 

Total 

Full 

pay 

Part 

pay 

Free 

Total 

Full 

pay 

Part 

pay 

Free 

Total 

Full 

pay 

Part 

pay 

Free 

All patients, total 

















Central city(s) 

















Census tract 1 

















Census tract 2 


















Census tract 3 
















Census tract 4 

















Etc, 

















Suburbs 

















Subtirb A, total 

















i Census tract 1 

















Census tract 2 



1 














Etc. 

















Suburb B 

















Suburb C 

















Suburb D 

— 
















Etc. 
















Romnindor of region 

















RED 1 

















RFD 2 

















RED 3 


















Hog footnote nt end of table. 
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Table 30 . — Number of Reported Outpatients^ by Type of Paticnl^ Pay Status and Place of 

Continued 


Patient’s place of residence 


Ail patients 

Emergency 

Clinic 

J’rivivte roftirrcd 

Total 

Til 11 
pay 

Part 

pay 

Free 

Total 

Full 

pay 

Part 

pay 

Free 

Total 

Fiilt 

pay 

Part 

pay 

Free 

Total 

0 Fill 
pay 

1 Par 
pay 

Freo 

Contiguous could ies 

















County i 

















Coiiidj" 2 

















County 3 

















County 4 
















— 

Else whom in State 
















Out of State 

♦Pnmt’iTnto 1 nnt'kTT « Vito 


















♦Complete 1 copy of this table for each hospital separately. 


Sources: 

1. Outpatient information question nairo, questions A, F. and H 
Questions answered: 

1. What is cacl» liospital’s service area for outpatient and emergency services? 

2. Do free and jrart-pay patients tend to live in the immediate vicinity of the hospital? 

. o\v many emergency, clinic and private referred patients were there during the survey period? 

Use- ^ ‘J*«1ributed by pay status during the survey period? ^ 

' ' aluUnJSlcy lai^^ies ^ ^beir outpatient 

'■ ?ilmni„'rSot ^ of l-P«'ation shifts within tho 

Soups*”'*"""’* *" should be planned primarily in relation to low Income 
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Table 31.— Number of Outpatients, by Type and Disposition of Case 


Typo 0/ enso 

All cases 

AU mi tied 

Aclinlssloii 
rcconiinendcd 
or scheduled 

Other 

Not 

reported 

All outpatient and emergency case.s 






All outpatient-s 






Clinic patients 






Tumor 






Heart 






Orthopedic 






Mental health 



' 



Well baby 






Prenatal 






KENT 






GYN 






Etc. 






Private referred 






Tumor 






Heart 






Orthopedic 






Mental health 






Well babj' 






Prenatal 






EENT 






GYN 






Etc. 






Emergency patients 






Type of case not reported 

i 



i 




Sources; 

1. Outpaticait information questionnaire, questions B, F, and G, 

Questions answered : 

1. io wluvt extent does the outpatient clepartmont contribute to inpatient admissions? 

2. Do certain typos of ciinics appear to contribute to the volume of inpatient adinissioiia to a greater extent time 

others? 

3. To what extent do emergency services contribute to inpatient load? 

-1. How many outpatients arc admitted directly, without delay? 

Use: 

U Shows the cITccts of the operation of an outpatient department on inpatient admissions. 

2, Assiats planning agencies to anticipate possible increnscs in inpatient load that may result from wider use of ambula- 
tory facilities. 
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Table 32. — I^umber of Outpa tients^ by Age, Race, and Sex'^ 


Age group 

All patients 

Male 

Fcumlo 

Sex not 
report- 
ed 

Total 

White 

Negro 

Other 

Not re- 
ported 

Total 

White 

Negro 

Other 

Not rP’ 
ported 

Total 

Whllo 

Nogro 

Other 

Not ro- 
porto<i 

All ages 

















Under 15 

















15-44 

















45-04 

















05-74 











1 






75-84 
















— 

85 + 
















Age not re- 
ported 


















♦The same table format may bo used to show* the number of outpatients by age, race, and sex for oueli type of clinic, or to show the ago, race, and sox 
characteristics ofeniorgency patients. A separate table should be prejmrod for each type of clinic and for emergency cases, 


Sourcos: 

1. Outpatient information questionnaire, questions C, 0, and E. 

Questions answered: 

1, What arc the age, race, and sex characteristics of outpatients? 

Use: 

1. Assists in (leterniiiiing whether outpatient facilities should he planned in relation to particular poi)uliition groups. 



Table 33. Number of Outpatients^ by Age^ Sex and Type of Patient 


Type of case 


All outpatient and emergency 
cases 


All outpatients 


Clinic patients 


Tumor 


lieart 


Orthopedic 


Mental health 


Well baby 


Prenatal 


KENT 


GYN 


Etc. 


Private referred 


Tumor 


Heart 


Orthopedic 


Mental health 


Well baby 


Prenatal 


EENT 


GYN 


Etc, 


Emergency patients 


Type case not reported 


All ages 


M 


Not 

rcportodl 


Under 16 




Not 

repoitedl 


15-il 


M 


Not 

reported 


Not 

reported! 


(15-74 


M 


Not 

rcporledj 


15te. 


AT 


Not 

reported 


Acc not 
reported 


Sources: 

1. Outpatient information questionnaire, questions B, C, D, and G, 

Questions answered: 

1, How many patients attended each typo of clinic during the survey period? 

2 , What are the age and sox characteristics of the ambulatory patients treatoi 


Use: 


ambulatory patients treated during tlio survey period? 

1. Provides an inventory of the major characteristics of ambulatory patients. 

2. Wlien compared with summarized annual data, can be used to determine how representative of a full year’ 

operation are data collected in the outpatient information survey, 

3. Helps to establish rates of usage of each type of clinic by the population. 
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Table M.-^Number and Percent, of Reported Long-Term Facilities and Reds, by Types of Patients 

Accepted 


Type of patient 

Tot 111 re- 
porting 
facilities 

rcrcciit 

Total bee 
reported 

s 

Percent 

Number c 
facilities 

f Number c 
beds 

f Percent 
fucllitifis 

Percent 

bods 

Male 


100 


100 





Female 


100 


100 





Couples 


100 


100 





White 


100 


100 





Negro 


100 


100 





Oriental 


100 


100 





Other non white 


100 


100 





Ago under 20 


100 


100 





Ago 20-65 


100 


100 





Ago over 65 


100 

. 

100 





Mentally rotardod 


100 


100 





Mentally ill 


100 


100 





Senile 


100 


100 





Spastic 


100 


100 





Alcoliolic 


100 


100 





Drug addicted 


100 


100 





Diabetic 


100 


100 





Tubercular 


100 


100 





Cancer 


100 


100 





Blind 


100 


100 





Deaf 


100 


100 



■* 


Postoperative 


100 


100 





Incontinent (feces) 


100 


100 





Incontinent (urine) 



100 


100 
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Table 34.— Number and Percent, of Reported Long-Term Facilities and Beds, by Types of Patients 

Acce p tec ! — Con tinned 


Type of patient 

Total re- 
porting 
facilities 

Percent 

Total l)cds 
reported 

Percent 

Niniil)crof 

faclUtles 

Ktnnhor of 
beds 

Per cent 
fficllitlos 

Pcrccat 

beds 

Bedfast 


too 


100 





Ambulatory (unassisted) 


100 


100 





Ambulatory (assisted) 


100 


100 





Confined to wheelchair 


100 


100 





Patients roqiuring intravenous feeding 


100 


100 





"Noisy’^ 


100 


100 





Welfare cases 


100 


100 






&'oiircos : 

1. Long-torm caro facility iiiformatioii qiujstionnairo, cjuGstioii A. 

Questions answered: 

L How many bods are available for each tvixi of patient? 

Use: 

1. Provides an iiivojitory of lon^j-torm facilities and beds. 

2, May indicate gaps in tlio availability of facilities open to partictilar typos of ]jaUojits. 


Tabic 35.— Number of Reporting Long-Term Facilities IVith Coordinated Programs, by Type o/ 

Coordiiia tioti ftnd Type of Agreement 


Typo of coordliialioii 

Total 

fiicilitios 

repoTtlni? 

Percent 

Number of )io,sp Utils 

Percent 

with 

ngr cements 

Total with 
agrcoiiiciiis 

Written 

agreGinejiis 

Ornl or 
Informal 
flfiroements 

Consultation 


100 





Sharing of personnel 


100 





Hospital trains home’s staff 


100 





Iios])itnl docs laboratory work for home 


100 





Home assists in geriatric training for hospi- 
tal’s staff aiicl/or professional students 


100 





Hospital proviflCvS acute caro for homers 
patients 


100 





Other 


100 






Sources : 


1, Long-term care facility information cjuestioiinaire, question B. 

Questions answered; 

1. Wbut kinds of cooperative arrangements exist between long-term facilities and general hospials? 

2. How many long-term facilities participate in such arrangoments? 

Use; 

1, Indicates to facilities possible stops that can bo taken to improve coordination and upgrade quality of care, 
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Table 36 . — Number and Percent of Long-Term Facilities and Beds by Types of Professional 

Personn e I A va i la b le 


Typo of porsonnpi 

Number of 
fftdiitjes 

Number of beds 

Percent of all 
loiiR-lerm 
faculties 

Percent of all 
long-term beds 

Full time 

Physician 





Registertjd nurse 





Licensed practical nurse 





Dentist 





Dietitian 





Physical therapist 





Occupational therapist 





Social worker 





Clergyman 





Part time 





Physician 





Rogistored nurse 





Licensed practical nurse 





Dentist 





Dietitian 





Physical therapist 





Occupational therapist 





Social worker 





Clergyman 





On call 





Physician 





Registered nurse 





Licensed practical nurse 





Dentist 





Dietitian 





Physical therapist 





Oeciipational therapist 





Social worker 





Clergyman 






Sources: 


1. Long-term care facility information qiiestionnairo, question C. 

Questions answered: 

1. What kinds of professional personnel are available for the care of pationta in long-term facilities? 

2. Wiiat proportion of facilities employ tlio typos of professional persons Ii 8 t( 3 cl? 

propoition of long-term beds is located in facilities employing tho types of professional persons listed? 

L Provides some indication of quality of cure available to long-term pationts. 

2. May help to stimulate bettor staffing. 
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Table 37. —Cntrcnt and Projected Number of Long-'I'erm Bede, by Facility 


fiOnR-tonn bods 

All lacUlUos 

Fftdlily A 

Facility n 

FacUity C 

Etc. 

Etc. 

Existing bods 







Beds under construction 







Beds after completion of current construction 







Additional beds planned next 5 years 





1 


Total projected beds next 5 years 








Sources : 

L Long-term care facility information C|uestionnaire, ciuestioii D. 

Questions answered : 

1. Wlxat is the bod capacity of each facility? 

2. Which facilities are currently expanding capacity? 

3. Which facilities arc planning to expand? 

4. How many long-term beds arc projected for construcion over the next 5 years? 

Use: 

1 . Provides an inventory of existing and projected facilities. 

2. Mfiy be used to determine whether construction plans are consonant with needs. 


Table 38. Niunber of PatieiitSy by Ambulatory StatiL^ aiul Facility 


Aial>u1fttoj‘y status 

All facilltUvf! 

Facility A 

Facility ]l 

Facility C 

Etc. 

Etc. 

Total patients 







Bedfast 







Wheelchair 







Ambulatory, assisted 







Fully ambulatory 








Sources: 

1. Long-term caro facility information questionnaire, question E. 

Questions answered : 

L How many patients sufrer from each major typo of disability? 

2, How arc patients with various kinds of di8abi!itie.s distributed in each facility? 

Use: 

1, Helps to show long- and short-term facilities the need for cooperation in planning restorative services. 

2. Helps to pinpoint facilities which care for the most severely disabled patients and where coordinated relationshins 

will be bonefioia!. 
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Table 39 . Number of Long-Term Pali cuts Transferrerl Lo and from flospitalsy Number Treated in 
Infirmary Units, and Number Examined or Treated by a Physician during (he Month of 
19 — j by Facility 


Pnlient Ciitogory 

All l'’ncnillo.s 

Frtclllty A 

FiiollUy 11 

Facility C 

Ktc. 

I'Uc. 

All long-term patients 






■ ■ 

Percent 

100 

100 

100 

100 

100 

100 

Number transferred to hospital * 







Percent of total 







Number transferred from hospital * 







Percent of total 







Number treated in infirmary * 







Percent of total 







Number examined by physician * 







Percent of total 

♦ThrtCn * . 








*ThDsc cjitogorlos arc not nec(.‘.ssar[ly miitunlly oxcUisIvt*. 


Sources: 

1, Long-term caro facility information questionnaire, question E. 
Questions answered : 


Use: 


1. What proportion of long-term patients re(niire(l treatment in an inflrmiiry unit or hospital? 

2. How many new long-term patients wore transfeirctl from a hospital? 

6 . How many long-term patients were exaniinod by a physician? 

1. Shows importance of hospitals in providing acute care for long-term patients. 

2. Shows the importance of hospitals ns a source of admissions. 

3. Shows the extent of medical supervision of long-term pationls. 


Table 40.— Number of Long-Term Patients, by 
Age and Sex 


Age group 

All patleiUf 

Male 

Fomalo 

Under IS 




15-44 




■15-04 




05-74 




75-84 




85 + 





Sources: 

1. Long-term caro facility information quostioniuiin* 
question G, ’ 

Questions answered ; 

1. .How many i)ationt.s are there in each ago grou])? 

2. How many male and fomalc iiationts aro tiiero? 

Use: 

1. Helps to establish what proportion of each ago 

group is ciirrcutly receiving long-term car(>. 

2. Assists in developing standards of usage to help in 

determining need. 
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Appendix III 


State Statutes Pertaining to Financing Hospital 
Construction, Maintenance and Operation 


Alabama (citations may ho found in Cofle of 
Alabama^ Recompiled^ RJSff) 

^04(1 1)-^04(17) : AutlioriKGs tlio creation of 
"hospital associations^^ by local governing bodies 
in one or move contiguous counties of tlie State. 
A Jiospital association may "cooperato^^ with tlie 
State Board of Hoiiltli for the pin'i>ose of con- 
structing, equipping, maintaining and operating 
a hospital. A hospital association may acquire 
property by eminent domain and may issue bonds 
baciced by pledges of its revenues. Local govern- 
ing bodies may appropriate their sJiarcs of con- 
struction, maintenance and ecjiiipment costs to 
an association hospital. 

204{18)-204{SO): Autliorizes the creation of 
"county Iiospital boards" by three or more persons 
after approval by the county governing body. 
A hospital board may issue securities and build, 
equip, enlarge, or improve a l)ospital and conduct 
a luirsos' training school within the county. 

Constitution, Amendment LXXIV: Provides for 
a bond issue to finance State rnat( 5 hiug grants for 
hospitals, clinics, and health centers. 

Constiiuiion, AmendmoMi LXXVI: Authorizes 
a special tax in all counties except Mobile and 
Jeflerson to equip, operate, and maintain pi!bli(‘ 
hospitals, clinics, health centers, nurses^ homes 
and training facilities conducted by duly desig- 
mitecl organizations. 

Consiituiion , Am endm ent LXXV: Authorizes 
Marion County to pledge certain revenues to 
back bonds the ])roceods of wliicb arc to be used 
for constructing, equipping, and operating publics 
hospitals and related facilities. 

Conslitution, Amendment LXX: Authorizes a 
special tax in Escainbia County for acquiring, 


constructing, equipping, and operating county, 
public, or other nonprofit hospitals and liealth 
facilities. 

Consiitniionf Amendment LXXII: Same as 
Amendment LXX except that it applies to all 
counties except Mobile, Mon tgoinery an d Jefferson . 

ConsiUuHon, Amendment LXXIX: Autliorizcs 
Marion County to levy a special tax to acquire, 
construct, improve, or maintain county or other 
public Iiospital facilities witliin tlic county. 

Arizona (citations may be found in Arizona 
Revised Statu tes) 

36-1231 — ‘30-1248: Autliorizcs tlie formation of 
hospital districts which are empowered to con- 
struct and equip, but not to operate hospitals. 
District hospitals must be operated by nonprofit 
liOspital corporations tliroiigh leasing arrange- 
ments. 

California (citations may be found in CnfL 
fornia Annotated Codes) 

Vol. 4^3 Secs, 32000-32940: Authorizes the 
formation of hospital districts to establish, main- 
tain, and operate hospitals and conduct nurses’ 
training scJiools. A Iiospital district is forinod by 
a favorable vote in an election. It may be com- 
posed of incorporated and/or unincorporated terri- 
tory which need not be contiguons. A district 
may incur indebtedness and may levy taxes not 
to exceed 20^ on each $100 valuation. 

Vol, SO, Sec, 480.3: Authorizes State matching 
grants for Hill-Burton projects. 

VoL 34 , Sec. 25369: Autliorizes county super- 
visors by a four-fifths vote to grant any money 
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accurnuliitecl in a capital outlay fund to a hospital 
district in wdiich (ho entire county is included. 

Vol. 34 , Sec. 25308: Authorizes county super- 
visors to tj-ansfei' real property to a liospital 
disti'ict by unaninious vote. 

Vol. 35, Sec. 37.664: Authorizes fifth- and 
si.xth-class cities in which a municipal hospital has 
not been established to construct a liospital and 
provide for its mainteiinnce and operation by 
tenants subject to approval in an appropriate 
election on the rpiestion. 


Colorado (citations may he found in Colorado 
Revised Statutes, 1933 ) 

68-7-1 : Pi’ovidcs for a special ta.x which may 
be levied for the benefit of county hospitals open 
to all residents of the county and “all others 
falling sick or being injured therein’' subject to 
approval in a special referendum on tlic question. 

66-7-13: Authorizes the boards of county hos- 
pitals to rent or lease such hospitals to nonpi-ofit 
Colorado hospital corporations for any rental and 
any period deemed proper. 


Georgia (citations may be found in Georgia 
Code Annotated) 


99-1501: Authorizes the creation of hospital 
authorities that include within their jurisdictions 
one or more counties, cities, towns or municipali- 
ties. Participating political units and subdivisions 
niay tax for the purpose of constructing, equip- 
ping, altering, modernizing, or repairing any 
hospital authority project, but authorities them- 
selves have no taxing power. They may, how- 
ever, pledge their revenues as backing for au thoritv 
bond issues. 


99-1601: Authorizes State grants of up to 
$500,000 or one-third of the cost of a project to 
counties, municipalities, combinations of these or 
to hospital authorities to assist in the construction 
of public hospitals and public health centers 
receiving Hill-Burtou aid. 


Hawaii (citations may be found in Revised Laws 
oj Hatvaii) 

TTn^' ^iithorizes the counties of 

Hawaii, Kauai, and Maui to give aid to hospitals. 
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Idaho (citations may he found in the Idaho 
Code) 

30- 1SS4: Authorizes the forjiiation of liospital 
districts to furnish general liospital and otlior 
services to tlio general jiublic. 

31- 3601: Authorizes counties to cojmtnud: lios- 
pitals for indigents and otliors who are ^^si(dc, 
injured or maimed/* 

31-3504: Autliorizes counties to lease county 
hospitals on such tonus and for siudi periods as 
they may decide, or to sell such hospitals provided 
that such lease or sale is approved in a general or 
special election, 

31-3703: Authorizes the sale or leasing of joint 
city and county hospitals subject to api)rovaI in 
a general or special election. 


Illinois (citations may I)c found in llluiois An- 
no ta ted S ta tn tea) 


VoL 23^ Secs, 1251-1273: Autliorizes the forma- 
tion of hospital districts in counties having over 
500,000 population. .Provides that no other 
governmental subdivisions of the State may own, 
operate or control a hospital witliin the territory 
of such a hospital district, and requires that when 
a district goes into operation, it must reimburse 
other public agencies operating hospitals within 
the district for their facilities. 

Vol, 91^ Sec, 125: Establishes a Jiiedicai center 
district in the City of Chicago whicli may issue 
bonds, construct hospitals and related faculities, 
exercise zoning power, and sell, lonao, or rent 
property within its boundaries for liospital anti 
related purposes to institutions operated by the 
State, political subdivisions, and nonprofit and 
proprietary organizations, 

Vol. 24 , Secs, 139-160.2: Autliorizes a special 
tax to support nonprofit, nonsGctarian hospitals 
111 nny town of under 500,000 population which 
does not operate a municipal hospital. 

Vol. 24 , See, 44~^‘ Authorizes tlio diversion to 
any nonsectai-ian public hospital of taxes collected 
tor 3 consecutivo years by any municipality for 
ho^ of establishing or purchasing a city 

Vol, 24 , Sec. 46 - 1 : Authorizes any city to con- 
tribute money for the construction, maintenance 
and suppoit of_any nonsectnrian, public hospital 
located withm its limits, 

Vol. 34 , Sec. 6351-2; Authorizoa, a special tax to 
maintain nonsectarian, nonprofit, community hos- 



pi tala which agree to provide free care equivalent 
to one-fourth of total patient days. Such a tax 
is subject to approval in a referendum on the 
question. 


Indiana (citations may be found in Indiana 
Statutes Annotated) 

25-3603: Empowers all hospital associations to 
borrow and issue bonds. 

48-7513: Authorizes any city not having a city 
hospital to levy a tax and appropriate funds for 
the support of a nonprofit, nonsectarian hospital 
which meets certain specific requii’ements regard- 
ing the election of members of its governing board. 

48-7514: Authorizes counties to appropriate 
funds for the support of a nonsectarian, nonprofit 
hospital meeting certain conditions with respect to 
the election of members of its governing board 
provided that there is only one hospital in such 
county. 

48-7601 — Authorizes fourth- and fifth- 
class cities having no hospital to borrow, tax, and 
appropriate funds for the purpose of aiding the 
construction and operation of a hospital by a non- 
profit, nonsectarian group. 

48-7612: Authorizes cities having a population 
between 115,000 and 160,000 to tax for the siq)- 
port and maintenance of nonprofit hospitals pro- 
vided that no city hospital has been established. 

22-3211: Authorizes county aid for nonprofit 
hospitals in fourth-class cities in any county in 
which there are insufficient hospitals. 

25-3701 — Authorizes certain townships 
to tax and borrow funds to enlarge and maintain 
certain existing hospitals. 

22-3404 — 22-3405: Authorizes certain counties 
to tax and give aid for maintaining buildings and 
grounds of tuberculosis hospitals, 

Iowa (citations may be found in Iowa Code An- 
notated) 

37J8(3): Authorizes the construction and equip- 
ment of hospitals at public expense, in accord- 
ance with prescribed procedures if such hospitals 
are built as war memorials. 

666^-665,11: Authorizes counties, cities and 
towns to levy a special tax to maintain a hospital, 
where such governmental unit has received a gift 
for the purpose of establishing a hospital and 
insufficient funds are provided for its maintenance. 


Kentucky (citations may be found in Kentucky 
Revised Statutes) 

215,190—215,840: Provides for the establish- 
ment of tuberculosis santatorium districts eitlier 
by initiative and referendum or by the action of 
the fiscal court or courts of one or more counties. 
Once such a district is established adequate 
comity appropriations must be made or taxes 
levied to cover the cost of the erection of buildings 
and annual operating expenses. 

216 ,080-216 ,240: Authorizes cities of the second, 
third, fourth, and fifth class to purchase, establisli, 
erect, acquire, maintain, and operate a municipal 
hospital governed by an appointed seven-member 
commission and to issue bonds to finance such 
activities. 

Kansas (citations may be found in General 
Statutes of Kansas Annotated) 

80-21 SS — 80-2163: Authorizes cities of the 
second class located in counties of 50,000 or more 
population and containing no cities of the first 
class to join with one or more townsliips or por- 
tions thereof to form a hospital district for the 
purpose of maintaining, operating, improving, 
equipping, purchasing, enlarging, constructing, or 
reconstructing public hospitals and/or nursing 
homes which are open to all residents of the 
district. 

80-2113 — 80-2132: Authorizes any city of the 
third class, subject to a favorable vote on the 
question, to join with one or more townships or 
portions thereof to form a hospital district for the 
maintenance, operation, improvement, equipment, 
enlargement, construction, or reconstruction of a 
hospital located within its limits and open to 
all residents. 

Louisiana (citations may be found in Louisiana 
Statutes Annotated) 

46 JOS 1-4^ ^1067: Authorizes the formation of 
hospital service districts by the police juries of one 
or more parishes to acquire, construct, and main- 
tain hospitals, nurses^ homes, and physicians^ and 
dentists' offices. Such districts may levy a tax 
for such purposes for a period not exceeding 10 
years. 
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Maine (eitatioiis may be found in Revised 
Statutes of Maine) 

0, D0~Af See. 12(IV)A: Authorizes inunici- 
pnlitios to raise or appropriate money to support a 
hospital serving its rosklents. 

Massachusetts (citations may be found in An- 
notated Laws of Massachusetts) 

C. II f Sec. 73: Autliorizes any town (as dis^ 
tiuct from cities) to appropriate $1,000 aimually 
to maintain a bed for the care of resident indigent 
persons. 

Michigan (citations may be found in Michigan 
Statutes Annotated) 

S.24o6{l-lI): Provides for the establishment, 
by two or more municipalities, of hospital authori- 
ties for the purpose of constructing, owning, and 
operating a hospital or hospitals. Such authorities 
may issue bonds without prior referendum. 
Special taxes may be levied for the benefit of 
hospital authorities. 

14'^ 321—14.1239: Authorizes the establishment 
of medical center commssions in cities of over 
500,000 population. A commission may con- 
struct governmental hospitals within a defined 
distiict, and may assist private, nonprofit hospitals 
in laising funds from any available source to 
finance tbe purchase of land and the operation of 
institutional buildings within the boundaries of 
the district. 

141^81: Authorizes townsliip boards to appro- 
priate from unexpended balances in contingency^ 
funds, a reasonable amount of funds for the main- 
tenance and support of any hospital. Contribu- 
tions to building funds for new hospitals arc not 
authorized. 

Condituiion, AH. VIIl, Sec. 11: Authorizes 
counties to appropriate funds for the construction, 
maintenance, or assistance of hospitals ndinittino’ 
patients with contagious or infectious diseases*^ 
ihc courts have held that a hospital does not 
Jiave to limit its patients to contagious or infec- 
tious cases in order to qualify for aid. 

14.1221~14.1^‘2S; Authorizes counties to levy a 
2/10 mill tax to construct, maintain, or assist 
hospitnis admitting patients with contagious or 
infectious diseases. Hospitals do not have to 
limit their admissions to such cases in order to 
qualify^ for assistance. 
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Minnesota (citations may be found in Minne- 
sota Statutes Annotnteel) 

S97.ll-S97.16: Authorizes tlie establishment of 
special liospital districts in counties liaving 50 to 
70 beds and provides for tlio issuance of county 
bonds for tlic benefit of such districts. 

397.06-397.102: Authorizes two or more con- 
tiguous municipalities by resolution of one or 
more county boards, to form a hospital district, 
County bonds may be issued for tlie benefit of 
such district and ta.xes levied witliout limit as to 
rate or amount. 

36.101-36.111: Authorizes the formation of 
liospital districts in counties liaving 63 to 70 beds. 
Tlie county comprising siicli a district may tax 
for its benefit, and the municipality in which a 
district hospital is located may levy a tax in 
behalf of the district to the extent of twice tlie 
taxes levied for the hospital district in territory 
outside the municipality. 

373.063: Autliorizes counties, subject to refer- 
endum, to construct a liospital as a war meniorial 
building, provided tliat the cost of construction 
does not e.\cced $250,000. 

376.08: Authorizes counties under 30,000 popu- 
lation to appropriate up to $05,000 per year from 
general funds to erect, improve, alter, equip, and 
inaintaiii a hospital in the county. Also author- 
izes any county to aid nonprofit rehabilitation 
centers and scliools for the education of crippled 
children and adults. 

378.09: Authorizes coimtios in wliich tliere is no 
county liospital to aiipropriate up to $5,000 per 
year from general revenues to construct and 
maintain a hospital within the county. 

376.06: Authorizes counties to lease county 
hospital buildings and grounds to responsible 
hospital associations. 


Mississippi (citations may be found in Missis- 
sippi Code of 1942. Annotated, Recom- 
piled 1956) 

7146-05: Authorizes State grants up to 50 
pcieent of the cost of construction (exclusive of 
I'ederal grants, site cost, and cost of oflsite 
improveinonts) for the purpose of constructing, 
reconstructing, remodeling, erecting, and equip- 
ping hospitals, nurses’ homes, health centers, 
clinics, diagnostic and treatment centers, rehabili- 
tation centers, nursing homes, and related facil- 



ities. Also provides for State grants to build and 
equip 17 schools of nursing within the State. 

7146-13: Authorizes the State Hospital Com- 
mission to make grants for use in purchasing, 
reconstructing, or remodeling existing liospital 
facilities ^'when such facilities would become a 
part of an immediate, expanding program; which 
program would substantially increase the avail- 
able hospital or other health facilities in the aroa/^ 

7129-50 — 7129-58: Authorizes counties, cities 
and towns, and other political subdivisions to 
build, maintain, and operate community hospitals 
and other health facilities. Governmental units 
acting pursuant to this Act ma}’^ cooperate with 
nonprofit corporations in constructing or operat- 
ing such facilities, or may contract for their 
operation. 

3374 - 144 * Authorizes municipalities to donate 
up to $100 per month to maintain a charity ward 
or wards in any hospital in the same county. 
Also authorizes municipalities to donate and 
furnish lights, power, and water from municipally 
owned plants to hospitals and other benevolent 
institutions located within the municipality, 

Missouri (citations may be found in Annotated 
Missouri Statutes) 

184^290: Authorizes State grants of up to 
$10,000 to counties for the purpose of constructing 
a hospital or wing of a liospital as a memorial to 
veterans. 

Montana (citations may be found in Revised 
Codes of Montana^ 1947 ^ Annotatedl) 

69-3018: Authorizes State grants to match 
Hill-Burton aid on a dollar-for-dollar basis. 

16-4^01 — 16-4313: Authorizes the formation of 
jiublic hospital districts consisting of whole 
counties or their political subdivisions for the 
purpose of owning and operating, leasing and 
operating, maintaining, or aiding in the mainte- 
nance of a public liospital within the district, 
Sucli hospital must meet specified standards with 
respect to the care of indigent patients and non- 
discrimination on account of race, color, or sex. 
A special county tax is authorized for the benefit 
of such districts, 

16-1032: Authorizes boards of county com- 
missioners to lease county buildings, equipment, 
furniture, and fixtures for hospital purposes for 


periods not exceeding 5 years on such terms as 
they deem proper. 

Nebraska (citations may be found in Revised 
Statutes of Nebraska^ 1943) 

15-235: Authorizes municipalities between 
5,000 and 40,000 population in which a municipal 
hospital has not been established to contract with 
a charitable corporation or association for the 
erection and management of a hospital and 
provide for appropriate payments. 

New Hampshire (citations may be found in 
New Hampshire Revised Statutes Anno~ 
tated) 

S1,4{VI): Authorizes towns to vote such sums 
as they judge necessary to aid hospitals either 
within their boundaries or in a neighboring town. 
Such neighboring town does not have to be in 
New Hampshire to qualify for such aid. 

New Jersey (citations may be found in Neiv 
Jersey Statutes Annotated) 

44*S-2: Authorizes any municipality nob main- 
taining a municipal hospital to appropriate money 
, for care of indigents from the numicipality in 
county liospitals. 

44^S-10: Authorizes a village, borough, or town- 
ship having no municipally supported hospital to 
appropriate money to assist any hospital serving 
residents of the municipality. 

44>S-10£: Autliorizes municipalities which have 
no municipally maintained hospital to appropriate 
j)ioney to build or enlarge private charitable 
hospitals within the county which meet certain 
specified eligibility requirements. 

44 . 5 - 14 * Authorizes tlic board of freeholders of 
a county having no county-maintained hospital 
other than the almshouse sideward to appropriate 
money for the construction or enlargement of any 
private, charitable hospital within the county, 

44*5-16: Authorizes all counties other than first 
class to appropriate one-twelfth of one percent of 
■ the value of real and personal property for the 
operation of a cliaritable hospital in the county. 
No hospital may receive more than its actual 
deficit in yearly operating expenses, and no 
hospital may receive payment at a rate which 
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exceeds the fivenige cost per patient in an 3 ’^ county 
Iiospital operated the county making the 
appropriation. 

Authorises counties Jmving no countj'^ 
hospital to issue bonds up to $15,000 to aid any 
charitable iiospital in constructing new buildings 
or altering, renovating or repairing old ones. 

30,9-29: Authorizes a county which has no 
county Iiospital permanently maintaining a build- 
ing or pavilion for coiuimmicable diseases other 
than tuberculosis or mental to appropriate up to 
$50,000 annually to any one hospital which does 
maintain such facilities, or to contract with sucJi 
Iiospital for care of the county’s communicable 
disease patients. 

New Mexico (citations may be found in New 
Mexico Annotated Statutes 1953) 


aries are the city and all territory within 10 miles. 
A hospital authority is a public coi’poraXion an<l 
has power to repair, conduct, and operate lios])i- 
tals, provide teaching and schools for medical 
students, maintain nursing schools, openiU^ isola- 
tion wards, and construct iiosj^itals. A disti'ict 
may borrow money, and it may operate its fmdlitios 
througli agents. 

131-126.21: Authorizes boards of county com- 
missionors to cstabliali a hospital authority by 
resolution and grant to it the powers ex(M’(used by 
municipal hospitals under Sec. L’M.OcS. 

131-120: Empowers the North Carolina Medi- 
cal Caro Commission, the State Mill-Burton 
agency, to administer a progi-am of State grants to 
cities, towns, political subdivisions, and noniirofit 
hospital organizations to purchase land, (uinstruet, 
reconstruct, remodel, or add t.o hospital facilities! 

28-1801 23-1808: Authorizes tlie foi'inatioii of 


14^33-1 14-33-13: Authorizes all cities, towns, 
and villages to build, own, manage, and operate 
hospitals; to vote bonds for construction; and to 
levy taxes for operation. They may lease or 
delegate operation of such hospitals to other 
persons. 

14-33-14 14-33-41: Authorizes municipalities 
and counties to enter into agreements for construc- 
tion, maintenance, and operation of joint county 
and municipal hospitals and, subject to referen- 
dum, to issue bonds for such purposes. The board 
of county commissioners and the governing body 
of the municipality, acting jointly, may lease the 
hospital to any person, firm, corporation, or asso- 
cmtion or to the county or municipality to main- 
tain and operate the hospital. 

New York (citations may be found in Vol. 42 
Consolidated Latvs of New York Annotated, 
1760-1783) ' 

Creates a special hospital district for the city of 
bdaimnca and specified surrounding towns for the 
]>iirpose of erecting and operating a new Iiospital 

North Carolma (citations may be found in 
Cenerof Statutes of North Carolina) 

131-90—131-116.1: Authorizes the city council 
orniorc population by resolu- 
II to establish a hospital authority whose bound- 
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coiiiiiiunuy aospitiii associations to aid iionsoc- 
tarian, nonprofit hospitals. Such aid may bo 
granted to only one coimmmity hospital in each 
county. Subject to reforeiulum, the cmiiity may 
levy a special ta.x, not to exceed 8 mills for 5 years, 
for the benefit of suc.h liosjiital. 

131—126.30: Authorizes iiiuiiicipalitios, .subject 
to referendum, to levy taxes and issue bonds for 
planning and acquiring, establishing, develoiiing, 
constructing, enlarging, improving. Or equipping 
any hospital or hospital site. Condemnation 
powers may be exorcised for the.so imrposos. 
Municipalities may aid other municipalitioa or 
nonprofit associations to provide health facilities 
Such nssistaiico may be in the form of gifts of real 
estate, leases, and interest-free loans. Bonds 
issued to construct, expand, remodel or alter 
buildings and equipment are deemed to be bonds 
issued to finance public buildings owned by the 
municipality. 

Ohio (citations may be found in Ohio Revised 
Lode Annotated) 

the formation of 
] It townslnp district hospital boards by two- 
thirds vote of the township trustees of two dr more 

to La ^ ? J’ospital boards may levy taxes subject 

a ioint !m "“'y and operate 

a oint township general hospital or may agree 

enk,;l’ PMMpnlo in builclmg, 

eiilaiging, or operating such hospital. 



715 J4: Authorizes municipal corporations to 
provide rent and compensation for operation of 
free public hospitals operated by such municipal 
corporations or other associations. 

513,01-513,02: Aiitliorizes township trustees to 
levy a tax not exceeding 1 mill to for hos])itaI 
care for resident in digents. 

513,05-513.06: Authorizes township trustees to 
agree with nonprofit groups to build, enlarge, or 
manage a hospital for such townships* Subject 
to referendum, bonds may be issued to finance 
such arrangements. 

5705,22: Authorizes special tax above the 10- 
mill limitation for the purpose of supporting a 
county hospital, 

6705.20: Aiithoi^izes a special tax above the 
10-inill limitation for support of tuberculosis 
hospitals maintaining and caring for residents of 
the county. 

749.01 : Authorizes municipalities to levy a tax 
not exceeding 1 mill for the benefit of a nonprofit 
group which furnislies free care to residents who 
are unable to pay. 

339,14: Authorizes the appointment of a hos- 
pital commission by a county board subsequent 
to a do tormina lion that additional hospital facili- 
ties are needed in the county, Sucli a commission 
must contain at least three public mombers and 
one representative of each nonprofit hospital in 
the county. It may, with tlie consent of the 
county commissioners, make leases with indi- 
viduals or with any charitable Ohio hospital cor- 
poration to provide for rental of land, buildings 
thereafter constructed, furniture, fixtures, and 
equipment for use as a general hospital or part of 
a general liospital. Such leases may not bo made 
for periods exceeding 60 3^ears and are subject to 
renewal. Subject to referendum, bonds may be 
issued by the board of county commissioners in 
behalf of the liospital commission for the purpose 
of fi]uincing the construction and equipment of 
hospital facilities of any kind or character. Tlie 
countj^ hospital commission has continuing juris- 
diction over hosj)ital facilities constructed under 
this act, except that the lessee corporation solely 
is responsible for tlie administration and operation 
of the leased facilities and the selection of per- 
sonnel, . Leases may be terminated if after an 
appropriate hoaring it is found that the lessee has 
failed to operate tlie leased facilities in accordance 
with tlio terms of the agreement. 

339.09: Authorizes counties to lease county 
hospital facilities for periods not exceeding 10 


years to nonsectarian, nonprofit, Ohio corpora- 
tions, a majority of whose members resiclc in tlio 
count 3 ^. Such leases ma^^ be terminated whore 
the lessee fails to operate the leased facilities in 
accordance with the terms of tlie agrconiont. 

749,35: Authorizes a municipal corporation 
owning a hospital to lease it for a period not 
exceeding 10 years for operation by a non- 
sectiirian, nonprofit, Ohio coi’poratioii n majority 
of wlioso members reside in the count}^ whicli 
contains the municipal corporation. Tlicse pro- 
visions also apply to any iminicipal hospital in 
which a joint township hospital district board or 
a board of county commissioticrs is participating. 
In the event that tlie lessee corporation fails to 
operate the leased facilities in accordance with tlio 
terms of the agreement, the lease ina 3 ’' be 
terminated. 

Oklahoma (citations may he found in Okla- 
horn a S t(t tuies Anno ta led) 

Title 6Sj Sec. 329.5: Authorizes countios, cities 
and towns or combinations of those, subject to 
referendum, to issue bonds for the purpose of 
financing construction or renovation of ]iosj)itaIs 
and related facilities such as health centers and 
tuberculosis, mental and chronic units. 

Oregon (citations may he found in Ore^oji /tc- 
vi sed S ta lit t es) 

44TI95-44T4IO: Authorizes the formation of 
liospital districts which borrow, subject to 
referendum, and tax for the purpose of con- 
structing hospitals. 

Pennsylvania (citations may he found in 
Pennsylvania Statutes Anno ta tod) 

16, Sec. 2131: Authorizes a board of county 
commissi oners to ajipropria to up to $10 per week 
to organizations chartered to maintain a tubor- 
culosis sanatorium for eacli iiidigoiit resident of 
the county’' cared for therein. 

16, Sec. 2130: Authorizes counties to appro- 
priate funds to support any duiritablo hospital or 
tuberculosis siuiatoriiim in the State which ex- 
tends treatincnt and medical attention to their 
residon ts. 
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1 , See. 121 /ft: Authorizes the commissioners 
ot third-ckss counties with approval of the Court 
o Comtnon Pleas to mako appropriations to con- 
struct and equip buildings and wings for isolation 
and treatincnt of contagious diseases in Class A 
nonsectarian, nonprofit liospitals whicli provide 
Ireo care to the indigent residing in their zones of 
influence. 

10, Sec. 6380: Authorizes the coinmissionoi’s of 
second-class counties to appropriate money to 
support any charitable hospital or tuberculosis 
sanatorium in the State which extends treatment 

and medical attention to tlie residents of such 
county. 

53, Sec, 30605: Authorizes the councils of third- 
class cities to make appropriations to support or 
assist hospitals within or near tlie city. 

16, See. 2378; Authorizes single counties or two 
or more counties jointly to enter into an agree- 
ment with one or more nonsectarian, nonprofit 
general^ hospitals within tlie count5’- or counties, 
oi contiguous counties and to appropriate county 
money to such hospital or hospitals to construct 
and eepup a. building, wing or unit for isolation 
and treatment of contagious diseases. Similar 
aiTangements between counties and municipalities 
are also authorized. 

Rhode Island (citations may be found in 
General Latvs of Rhode Island Annotatetl) 

40-3-14: Authorizes the State legislature to 
appropriate sums to partially reimburse voluntary 
general hospitals for care of indigent patients. 

South Carolina (citations may be found in Code 
of Latvs of South Carolina) 

32-863: Authorizes a municipal council to levy 
a tax to pay the deficit of a municipal hospital. 

32-841 2 Authorizes any town having betAveon 
1,000 and 5,000 population, subject to referendum, 
to levy taxes and issue bonds for the purpose of 
building a hospital. 

32-802—3^806: A\Ji\hovv/.es a toAvn, city or 
county, subject to referendum, to issue bonds 
III an amount not to exceed the cost of construc- 
tion to finance the construction of a hospital or a 
tuberculosis camp. 

South Dakota (citations may be found in South 
Dakota Code of 1939) 

27.1908: Authorizes counties having no county 
hospital, in lieu of building one, to establish one 
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or more Avards in private hospitals either Avithin 
or outeide the county and to levy a tax for the 
establishment of such Avards. 

27.1907: Authorizes a board of county com- 
missioners, in lieu of maintaining and operating 
a county hospital, to lease such liospitals to res- 
ponsible societies or corporations. 


Tennessee (citations may be found in Tennessee 
Code Annohtted) 

^ 1211: Authorizes .$3,000,000 annual aiipropria- 
tion for State matching grants to hospitals 
receiving assistance under the Hill-Burton Act. 

I4OI-I402: Authorizes cities and counties, either 
separately or together, to make contracts guar- 
anteeing payment of the expense of maintaining 
a hospital for a period of 5 years Avith any person 
who Avill defray the expenses of building and 

equipping a hospital within sucli city or county 
for its use. 

1404; Authorizes any county or incorporated 
municipality to contribute property or money to 
nonprofit general Avelfare corporations engaged in 
acquii'ing, erecting, building, constructing, im- 
proving, maintaining, operating, expanding, or 
repairing any liospital within the State Avliicli 
serves the residents of such county or municipality 
Avithout regard to race, creed, or color. 


Texas (citations may be found in Texas An- 
notated Civil Statutes) 

Constitution, Art. 9, Seo. 4; Authorizes Gal- 
veston County and other counties having a 
population of 190,000 or more to form countywide 
hospital districts for the jiurpose of furnishing 
medical and hospital care for the indigent and 
neec y. Such a district may exorcise taxing power 
subject to the approval of the property taxpaying 
voters of the county. 

4437e, Authorizes a city, by ordinance, to create 
a Jiospital authority encompassing all its territory, 
buch authorities do not have the poAver to tax, 
but may issue revenue bonds secured by a pledge 
oi the net revenues to be derived from the opera- 
tion of a hospital or hospitals and other revenues 
resulting from the ownerehip of hospital properties. 

4494O; Authorizes the Comipissioners Court of 
a county of 75,000 or less population and contain- 
ing property Avith a minimum assessed valuation 
of $26,000,000 to form a public hospital district. 



Subject to a favorable vote in an election on the 
question, such district may levy taxes and issue 
bonds. It may also lease existing liospital build- 
ings for its own use. 

Authorizes the formation of spe- 
cial hospital districts in Lamar, JelTerson, Hidalgo, 
and Comanche Counties for the purpose of estab- 
lishing hospitals for the care of the indigent and 
needy. 

44^'^' Authorizes a city of 10,000 or more 
population in which a fund of $50,000 or more 
has been left or may be left for the purpose of 
establishing and maintaining a hospital, either 
itself or together with the county in which it is 
located, to appropriate such sums as the appro- 
priate governing body or bodies deem sufficient 
for the care of indigent persons. 

44W* Authorizes the Conunissionors Court 
of any county to lease county hospitals, provided 
that on petition of 50 or more taxpaying voters 
such hospital may not be leased for more than 
5 years unless the proposition to lease is sustained 
by a majority vote in a roforondnm on the 
subject. 

4437c: Authorizes the Commissioners Court of 
a county liaviug a population of 38,000 to 39,000 
according to tlio 1920 census to lease county lios- 
pitals on conditions satisfactory to both the' Com- 
missioners and the lessee* 

Utah (citations may be found in Utah Code An- 
notated^ 1953) 

17-5-4S: Authorizes a county or counties to 
erect, repair, rebuild, and furnish a hospital and 
join with cities and towns in the construction, 
ownership, and operation of hospitals, 

10-8-90 — 10-8-91: Authorizes third-class cities 
and towns to build, own, and maintain hospitals, 
oi tiler singly or jointly, and to levy a tax for the 
purpose of building such hospitals, 

Vermont (citations may he found in Vermont 
Statutes Annotateii) 

TA8^ See, %105: Authorizes the State to operate 
a rehabilitation center through a contract with a 
general hospital and to help to construct any extra 
needed facilities in the hospital 

r. 3^, Sec. 2601: Authorizes a town or an incor- 
porated village to build and support a nonsectarian 
hospital in the same county, in an adjoining 


county, or in an adjoining county in a neighboring 
State. 

A 32 f Sec, 2602: Authorizes a town to appro- 
priate up to $700 annually or $5,000 for a perma- 
nent endowment of a free bed or beds for indigent 
residents. 

7* 32 y Sec. 2606: Aiitliorizes a city whose charter 
provides that a board or body other than the legal 
voters assembled in a city meeting may assess 
taxes and appropriate mono}^, to make assess- 
ments and support a hospital in that city. 

Virginia (citations may be found in Code oj 
Virginia^ 1950) 

32—212 32—276: Authorizes a city, upon mak- 
ing a finding that there is a need for additional 
liospital facilities, to establish a hospital authority 
by resolution of the city council or other governing 
body. Cities may make appropriations for im- 
provement, maintenance, or operation of any 
public hospital or hospital project constructed, 
operated, or maintained by an authority, and may 
lease, sell, or convey property to an authority for 
no consideration or for nominal consideration. 
Existing nonprofit, charitable hospitals may be 
included within the ^'hospital project or projects 
of the authority.^* Authorities may issue bonds 
payable exclusively from the income and revenues 
of the pro]ect(s) constructed and from the pro- 
ceeds of Federal grants, 

32—276: Authorizes a county, city or town, 
singly or jointly, to establish a ^'hospital or health 
center commission'* by resolution of their govern- 
ing bodies after making a finding that there is a 
need for a hospital or health center. Such a com- 
mission may acquire property and acquire, estab- 
lish, construct, enlarge, improve, maintain, equip, 
and operate any hospital or health center and 
any other facilities and services for the care of sick 
pemons. They may issue bonds payable only 
from the revenues and receipts of the facilities for 
the acquisition, establishment, or construction of 
which the bonds were issued. 

32-134: Authorizes counties, cities, and towns, 
separately or jointly, to appropriate funds for the 
erection, construction, maintenance, and opera- 
tion of hospitals and health centers as a memorial 
to veterans. Sucli funds may be appropriated for 
existing hospitals and health centers. Facilities 
receiving such funds must be entirely or partially 
devoted to charitable purposes. 
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S2”13/jA: Autliorizes the governing* bodies of 
counties to appropriate and to make other 

gifts of real or personal ])roperty to bo used in the 
construction or operation, or both, of eliftritable, 
nonprofit liospitals. 

15-16: Authorizes cities, counties, and towns to 
make appropriations of public funds or real or 
personal ])roperty to any charitable institution 
located within their bound ari os wliicli is not con- 
trolled in whole or in ])art by any church or sec- 
tarian society. 

AVashington (citations may be found in Revised 
Code of JF ushington) 

70.44: Authorizes the formation of ^‘imblic hos- 
pital districts^^ consisting of contiguous territory 
on one or more counties or portions thereof for the 
purpose of purchasing, constructing, leasing, main- 
taining, operating, and developing hospi tals. Sub- 
ject to reloreuduin, such districts may levy taxes 
and issue bonds, 

70.30.010-70,30.160: Autliorizcs counties to use 
county moneys, levy taxes, and issue bonds to 
procure a site, construct, equip, and maintain a 
county tuberculosis hospital 

70.34^010-70. 34 , 190 : Authorizes counties to use 
county moneys, levy taxes, and issue bonds to 
procure a site, construct, eqiii]), and maintain 
joint county tuberculosis sanitaria, provided that 
if this is done, county nlmshoiisos nmy not be used 
for care of tuberculosis patients, 


Wisconsin (citations may be found in JFi.s cousin 
S ta in tes Anno la led) 

66 . 47 : Authorizes counties, together with cities 
or villages wliich are wholly or partly within tlio 
county, to jointly construct or otliej'wiso acquire, 
equip, fiirnisli, operate, and maintain a county- 
city, general hospital 

Wyoming (citations may he found in JFyoining 
Stain tes^ 1957 ^ Anno ta led) 

35-114 — 35-136: Authorizes the formation of 
hospital districts for the purpose of constructing 
and operating general and tuberculosis liospitals, 
laboratories, nurses’ homes, niii*ses training fa- 
cilities, and other related facilities. Districts may 
issue bonds, and the county^ or counties in wbicli 
all or part of a district is located must levy a tax 
annually for the benefit of the district for its pro- 
portionate share of the district’s expenses, 

38-315 — 18-322: Authorizes a county to issue 
bonds and levy taxes for tlio i)nrjmse of building 
or equipping a county hospital open to both in- 
digents and nonindigents after certain specified 
initial sums have been raised or domitod for ibis 
purpose. 

18-323: Autliorizes a l)oar(l of trustees of a 
county jnemorial liospital, with the consent of the 
board of county commissioners, to lease such hos- 
pital for operation by any ])orson, group, associa- 
tion or corporation, provided for indigent residents 
of the county. Provision is made for tlie county 
to reimburse the operator or lo.ssoo of the facility 
for such free care at agrecd-ui)on rates. 
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Appendix IV 


Metropolitan Area Hospital Surveys 


1. Alderson Associates, Inc., "Pluladelphia-South 

Jersey Metropolitan Area, Hospital Survey/’ 
Philadelphia, Deceiviber 1961. 

2. Ajuerioan Public Health Association, ‘Tublic 

Health and Hospitals in the St. Louis 
Area/’ New York, 1957. 
ih Block, Louis & Associates, Inc., "St. Paul 
Area General Hospital Study,” 1961. 

4. Booz, Allen and Plaiuilton, Management Con- 

sultants, "Sununary of the Report on 
Health Facilities Planning Survey,” Greater 
Hartford CoJiununity Council, Inc., Hart- 
ford, Conn., October 1961. 

5. California State Department of Public Health, 

Biireau of Hospitals, "Plan for Meeting 
Long-Range Hospital Needs in the Sacra- 
mento Metropolitan Region,” 1959. (Mim- 
eographed.) 

6. Citizens Hospital Study Committee, North- 

east Ohio, "Hospitals and Their Use in 
Northeast Oliio,” Cleveland, 1958. 

7. Columbia Consultants Corporation, "Health 

and Hospital Survey for Nassau County,” 
Hawortli, New Jersey, January 1954. 

8. Dayton Area Chamber of Commerce, "Hos- 

pital Study of the Dayton Standard Metro- 
politan Area,” Dayton, Ohio, 1958. 

9. District of Columbia Department of Public 

Health, "Residence of Patients admitted to 
Hospitals in the Metropolitan Area,” Wash- 
ington, 1958. 

10, Georgia Department of Public Health, Divi- 
sion of Hospital Services, Survey and Plan- 
ning Section, "Planning Guide for Health 
and Hospital Councils in Metropolitan 
Areas of Georgia,” Atlanta, 1960. 


11. Georgia Department of Public Health, Divi- 

sion of Hospital Services, Survey and Plan- 
ning Section, "Survey of the Need for 
Suburban Hospital Service in the Atlanta 
Metropolitan Area,” Atlanta, 1957. 

12. Goldinann, Franz, M.D,, "Planning for Better 

Hospital Service in the Charleston Area,” 
The Hospital Facilities Study Cojnmittee 
of Kanawha Welfare Council, Inc., Charles- 
ton, W. Va., June 1961. 

13. Greater Denver Hospital Survey Fund, "Hos- 

pital and Related Medical Facilities for 
Metropolitan Denver,” Denver, 1957. 

14. Greater Detroit Area Hospital Council, Inc., 

"A Survey of 1960 General Hospital Bed 
Needs for Lenawee, Livingston, Macomb, 
Monroe, Oakland, Washtenaw, and Wayne 
Comities,” Detroit, 1958. 

15. Hamilton, James A. and Associates, "A Hos- 

pital Plan for Los Angeles County, Cali- 
fornia,” 1946-1947. 

16. Health and Welfare Council of Metropolitan 

St. Louis, "Hospital Planning in Metro- 
politan St. Louis,” St. Louis, 1959. 

17. Hospital Council of Maryland, Baltimore 

Hospital Survey Committee, "General Hos- 
pital Facilities for the Baltimore Area,” 
Baltimore, 1958. 

18. Hospital Ooimeil of Western Pennsylvania, 

"General Hospitals in Southwestern Penn- 
sylvania,” Pittsburgh, July 1958. 

19. Hospital Planning Council for Metropolitan 

Chicago, "Research Bulletin No. 1, Metro- 
politan Chicago’s Present Hospital System,” 
Chicago, June 1959. 
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20. HospHiil Planning Council for Metropolitan 

Chicago, "Research Bulletin No. 2, Sizes 
and Occuj)aiicies of Inpatient Services for 
Chicago Area Hospitals,’’ Chicago, 
Deceinher 1959. 

21. Hospital Planning Council for Metropolitan 

Chicago, "Research Bulletin No. .3, Evalua- 
tion of Proposed New Hospitals,’’ Chicago, 
May 1960. 

22. Hospital Planning Council for Metropolitan 

Chicago, "Research Bulletin No. 4, Evalua- 
tion of Proposed Changes in Existing 
Hospitals," Chicago, January 1961. 

23. Kansas City Area Hospital Association, 

"Conununity Report— Number 1," Kansas 
City, 1960. 

24. Now York State Department of Health, 

Division of Hospital Review and Planning, 
A Blueprint for the Hospitals of 
Rochester," Albany, July 1901. 

26. Oakland City Planning Commission, "Medical 
Center Hill,” Oakland, 1969. 


26. Poland, Eleanor and Lejnhke, Paul A,, M.D., 

“Delineation of Hospital Service Districts,” 
Conununity Studies, Inc., Kansas City, 
Mo., January 1962. 

27. Rankin, John W., Hospital Consultant, "A 

Metropolitan Cojnnninity Survey to Eval- 
uate Hospitals and Medical Care Facilities, 
Public and Private Welfare Agencies, and 
I ublic Health Facilities and Services, and 
to Recommend Programs to Meet Those 
Community Needs for the .Decade 1960- 
1970,” Charlotte, 1960. 

28. State of California, Department of Public 

Health, “Southern California Metropolitan 
Regions Survey of Plospitals,” Berkeley, 
1960. 

29. United Community Services of Metropolitan 

Boston, “Medical Care Needs and Services 
in the Boston Metropolitan Area,” Boston, 
1957. 

30. United Hospital Fund, "The Hospital Survey 

for New York,” New York, 1937. 
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Appendix V 


Areawide Pl annin g Councils for Hospitals and 
Related Health Facilities, as of July 1963 


Staffed Hospital Planning Associations 


Birmiiighara Area Health Facilities Planning As- 
sociation, 

Care of Coordinating Council, 

309 North 23d Street, 

Birmingham 3, Ala. 

Charleston Studies Foundation, Inc., 

1623 Kanawaha Valley Building, 

300 Capitol Street, 

Charleston, W.' Va. 

Cleveland Joint Hospital Committee 

Care of Welfare Federation of Greater Cleveland, 

1001 Pluron Road, 

Cleveland 6, Ohio. 

Community Chest and Council, 

2400 Reading Road, 

Cincinnati 2, Ohio. 

Health and Hospital Council of Metropolitan 
Savannah, Inc., 

Care of Joseph H. Harrison, Secretary-Treasurer, 
22 Bull Street, 

Savannah, Ga. 

Health Facilities Planning Council of Hawaii, 
Suite 820, Ala Moana Building, 

1441 Kapiolani Boulevard, 

Honolulu 14, Hawaii. 

Hospital and Health Council of Newark and 
Vicinity, 

46 Branford Place, 

Newark 2, N.J. 

Hospital Planning Association of Allegheny 
County, 

1046 Union Trust Building, 

Pittsburgh 19, Pa. 


Hospital Planning Association of Greater Toledo, 
2243 Ashland Avenue, 

Toledo 10, Ohio. 

Hospital Planning Council for Meti’opolitan Chi- 
cago, Inc., 

79 West Monroe Street, 

Chicago 3, 111. 

Hospital Planning Council for the Metropolitan 
Portland Ai’ea, 

1133 S.W. Market Street, 

Portland, Oreg. 

Hospital Review and Planning Council of Central 
New York, 

407 South State Street, 

Syracuse 2, N.Y. 

Hospital Review and Planning Council of Soutliern 
New York, 

3 East 54th Street, 

New York 22, N.Y. 

Hospital Review and Planning Council of Western 
New York, Inc., 

235 North Street, 

Buffalo 1, N.Y. 

Hospital Survey Committee, 

Suburban Station Building, 

Philadelphia, Pa. 

Kansas Health Facilities Information Service, 
1133 Topeka Boulevard, 

Topeka, Kans. 
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Metropolitan St. Louis Hospital Planning Com- 
jnission, Inc., 

407 North Eighth Street, 

St. Louis I, Mo. 

Metropolitan Washington Health Facilities Plan- 
ning Council, Inc., 

704 17th Street NW., 

Washington 6, D.C. 


Regional Hospital Review and Planning Council 
of Northeastern New Yoi’k, 

90 State Street, 

Albany 7, N.Y. 

St. Paul Hospital Planning Council, 

300 Wilder Building, 

Fifth and Washington Streets, 

St. Paul 2, Minn. 


Hosi>ital Councils Engaged in Planning 
and Membership Council Functions 


The Columbus Hospital Federation, 

1666 East Broad Street, 

Columbus 16, Ohio. 

Greater Detroit Area Hospital Council, Inc., 
1084 Penobscot Building, 

Detroit 26, Mich. 


Hospital Council of Southern California, 
4747 Sunset Boulevard, 

Los Angeles 27, Calif. 

Kansas City Area Hospital Association, 
3637 Broadway, Box 169, 

Kansas City 41, Mo. 


Rochester Regional Hospital Council, 
154 East Avenue, 

Rochester 4, N.Y. 
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RELATED AD HOC COMMITTEE REPORTS 


Ad hoc committee reports which are part of the 
series of publications concerned with hospital and 
related healtli facility planning are: 

"Planning of Facilities tor Mental Health Serv- 
ices," Report of the Surgeon General s Ad Hoc 
Committee on Planning for Mental Health Fa- 
cilities. Public Health Service Publication No. 
808. January 1961. 55 pp. 40 cents. 

"Areawide Planning for Hospitals and Related 
Health Facilities,” Report of the Joint Committee 
of the American Hospital Association and Public 
Health Service. Public Health Service Publica- 
tion No. 856. July 1961. 56 pp. 35 cents. 

“Medical School Facilities— Planning Consid- 
erations and Architectural Guide,” Prepared by 
the Public Health Service in cooperation with the 
Ad Hoc Committee on Medical School Architec- 
ture of the Association of Ameidcan Medical Col- 
leges and the American Medical Association. 
Public Health Service Publication No. 875. 
October 1961. 185 pp. $1.00. 

"Areawide Planning of Facilities for Long-Term 
Treatment and Care,” Report of the Joint Com- 
mittee of the American Hospital Association and 
the Public Health Service. Public Health Service 


Publication No, 930-B-l. 1963. 81 pp. 55 

cents. 

"Areawide Planning of Facilities for Rehabili- 
tation Services,” Report of the Joint Coinnuttoo 
of the Public Health Service and the Vocational 
Rehabilitation Administration — Participating 
Agency: Association of Rehabilitation Centers, 
Inc. Public Health Service Publication No, 
930-B-2. 1963. 88 pp. 55 cents. 

"Areawidc Planning of Facilities for Tubercu- 
losis Services,” Report of the Joint Cominittco of 
the National Tuberculosis Association and tlie 
Public Health Service. (In process.) 

Free single co2nes of the above publications are avail- 
able from — 

Division of Hospital and Medical Facilities, 
Public Health Service, 

U.S. Department of Health, Education, and 
Welfare, 

Washington 25, D.C. 

Th publications may be purchased at the above- 
cited prices from — 

The Superintendent of Documents, 

U.S. Government Printing OfEco, 

Washington 25, D.O. 
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HILL-BURTON PUBLICATIONS 


All annotiited bibliographvj *TIill"Burton Publications, Public 
Health Service Publication No. 930-G-3, will be provided upon 
request. For a free single copy, write to: 

Division of Hospital and Medical Facilities 
Public Health Service 

U.S. Department of Health, Education, and Welfare 
Washington 25, D.C. 

The bibliography presents a brief description of each of the 
publications from the Hospital and Medical Facilities Series under 
the Hill-Burton program. They are Usted by category as shown 
below: 

A — Regulations 

B— Community Planning 

C — Organization and Administration 

D — Design and Equipment 

E — Research and Demonstration 

F — Reports and Analyses 

G — Bibliography 

Publications must be ordered by their complete title and 
publication number rather than by category. 



